Medica 


1859- 
1959 


lOO 


YEARS OF 
SERVICE 


OF THE 


Kansas 


{ 
—<=> 
4 
} 
at 
; 
A 
| 
j 
on 
| 
; 
VOL. LX 


With the use of medications, 
epileptic students may be enabled 
to participate in many of the same 
activities as other students.’ 


effective anticonvulsants 
for most 
clinical needs 


| 
| 
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for control of grand mal and psychomotor seizures 


KAPSEALS® “In the last 15 years several 
new anticonvulsant agents have come into 
clinical use but they have not replaced 
diphenylhydantoin [piLantin] as the most effective single agent for a 
variety of reasons. Most of them are less effective in control of seizures, 
have a greater sedative effect and higher incidence of sensitivity reactions.”? 


A drug of choice for control of grand mal and psychomotor seizures, DILANTIN 
sodium (diphenylhydantoin sodium, Parke-Davis) is available in several 
forms, including Kapseals of 0.03 Gm. and 0.1 Gm. supplied in bottles 
of 100 and 1,000. 


KAPSEALS When it has been dem- 

onstrated that the combination of 

Dilantin and phenobarbital is helpful 
ina patient and that these drugs are well tolerated, the use of PHELANTIN, a 
capsule providing both drugs, is often a great morale builder because it 
enables the physician to reduce the total number of pills or capsules the 
patient is required to take. It is less expensive medication and it prevents 
the patient from manipulating the dosage.* PHELANTIN also contains meth- 
amphetamine (desoxyephedrine) to minimize the sedative effect of pheno- 
barbital. 
PHELANTIN Kapseals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephed- 
rine hydrochloride 2.5 mg.) are available in bottles of 100. 


for the petit mal triad 
KAPSEALS SUSPENSION mitontin is 
one of the most effective agents for the 
treatment of petit mal epilepsy. Relatively 
iree from untoward side effects, miLtontin successfully reduces both the 
number and severity of petit mal attacks without increasing the frequency 
or severity of grand mal attacks in those patients with combined petit mal 
and grand mal epilepsy. Also, mMiLONTIN is considered an excellent choice 
for initiating therapy in untreated patients.* ¢ 


MILONTIN Kapseals (phensuximide, Parke-Davis) 0.5 Gm., bottles of 100 and 
1,000. Suspension, 250 mg. per 4 cc., 16-ounce bottles. 


i KAPSEALS ce ontin is effective in the 
Tle — treatment of petit mal and psychomotor 

ile sitet epilepsy. It provides effective control with 
a minimum of side effects, frequently checks seizures in patients refrac- 
tory to other anticonvulsant medications, and does not tend to precipitate 
grand mal attacks in those patients with combined petit mal and grand mal 
seizures. For this reason, CELONTIN is useful in treating patients with more 
than one type of seizure and can be given in combination with Dilantin.”-'® 


CELONTIN Kapseals (methsuximide, Parke-Davis) 0.3 Gm., bottles of 100° 


} 


MOUOPTAPHY. (1) Green, J. R., & Steelman, H. F.: Epileptic Seizures, Baltimore, Williams 
& Wilkins Company, 1956, p. 136. (2) Bray, P. F.: Pediatrics 23:151, 1959. (3) Davidson, D. T., 
Jr., in Conn, H. F.: Current Therapy 1959, Philadeiphia, W. B. Saunders Company, 1959, p. 512. 
4) Smith, B., & Forster, F. M.: Neurology 4:137, 1954. (5) Zimmerman, F. T.: New York J. 
Med. 55:2338, 1955. (6) Lemere, F.: Northwest Med. 53:482, 1954. (7) Perlstein, M. A.: Pediat. 
Clin. North America: 4:1079 (Nov.) 1957. (8) Livingston, S., & Pauli, L.: Pediatrics 19:614, 
1957. (9) Carter, C. H., & Maley, M. C.: Neurology 7:483, 1957. (10) Keith, H. M., & Rushtollllll 


J. G.: Proc. Staff Meet. Mayo Glin. 33:105, 1958. 
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who were refractory 


ote other corticosteroids* iE 


10000 


22 were successfully 


treated with Decadron” 


1. Boland, E. W., and Headley, N. E.: Paper read before the : 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. Be 
: 2. Bunim, J. J., et al.: Paper read before the Am. Rheum. Assoc., 
San Francisco, Calif., June 21, 1958. 
i i i *Cortisone, prednisone and prednisolone. 
i eres { DECADRON is a trademark of Merck & Co., Inc. 
i i Additional information on DECADRON is available to physicians on request. 


@gMerck Sharp & Dohme 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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swelling, pain 


whenever there is inflammation, 


STREPTOKINASE-STREPTODORNASE LEDERL 


Tablets 


conditions for a 
fast comeback... 


as in acute 
hemorrhoids... 


SUNDAY, 9 A.M.: VARIDASE for painful 
thrombotic hemorrhoid. 2:30 P.M.: pain 
greatly reduced, less swelling and 
inflammation. 

MONDAY: size down to small tab; acute 
inflammation disappeared.* 

VaRIDASE activates natural fibrinolytic factors, 
to limit undesirable inflammatory response 
and speed healing. 

Dramatic reduction of pain is often the first 
sign of improvement; swelling and redness 
rapidly diminish. Drugs and natural 
regenerative factors readily penetrate the 
inflammatory barrier to effect total remission 
faster...in trauma or infection. 


VarIDASE Buccal Tablets contain: 


Supplied: Boxes of 24 and 100 tablets 
*Peterman, R. A.: Clinical report cited with permission. 


LEDERLE LABORATORIES, 
a Division of American Cyanamid Company, Pear! River, N. Y. 


10,000 Units Streptokinase, 2,500 Units Streptodornase. 
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New 
TRRRAMYCIN® 


of oxytetracycline - 


2 
SOLUTION 


new, ready-to-inject Terramycin Intra- 
muscular Solution provides maximum, sustai: 


The record of clinical effec 
and safety established for Tevaibeein 
is to successful ther 


100 mg./2 ce. ampules 
mg./2 ce. ampules 


Cosa-Terramyein Capsules 
125 mg. and 250 mg. ; 


Cosa-Terramycin is also 
 Cosa-Terramycin Oral Suspension — peach f 
mg./Sce.,20z. bottle 
 Cosa-Terramycin Pediatric Drops — peach 
mg./drop (100 mg./ce:), 10 ce. bottle 
with plastic calibrated dropper 


-’ Complete information on Terramycin Int ramuscul: 
. Solution and Cosa-Terramycin oral forms is 
available through your Pfizer Represen 
Medical Department, Pfizer Laboratories 


*Contains 2% Xylocaine® (lidocaine) , tre 


new hope for fetal salvage 


The results of administering Delalutin weight (1000 to 2000 gm.) was significantly i 
before the 12th week of gestation to 82 improved. 108 (76%) of 142 babies of this 
women with habitual abortion were reported birth weight survived without mothers receiv- 
recently by Reifenstein! in a compilation of ing progestational therapy, while 16 (100%) 
data supplied by 45 investigators. Every of 16 babies of this birth weight survived with 
patient had experienced at least three con- mothers receiving Delalutin therapy. A com- 
secutive abortions immediately preceding parison study was made of a group of 
the treated pregnancy. More than 68% of _ repeated aborters treated with Delalutin, 
these women were delivered successfully and and a group with a similar history treated 
uneventfully following Delalutin therapy. with bed rest and sedation.* Pregnancy 

Boschann,? in a study of pregnancies with salvage with Delalutin was twice that of the LD 

threatened abortion, found that: control group. Delalutin was found to be p 

37% of 73 pregnancies were carried to “highly active”, well-tolerated and long- v 

term without progestational therapy acting. 8! 

64% of 42 pregnancies were salvaged According to Tyler and Olson, “These d 

by progesterone qualities of prolonged action and relative r 

83% of 73 pregnancies were salvaged freedom from local reactions make I 

by Delalutin [Delalutin] a generally more desirable i 

Eichner,® found that in Delalutin-treated therapeutic agent for intramuscular use i 

women, fetal salvage of infants below term than progesterone....” a 

DELALUTIN BABIES WHOSE MOTHERS WERE HABITUAL ABORTERS Fac. 

of tr 


i 


Mary Ann Cribben 
Garden Gity, N. Y. 


Randy Sinis 
Denver, Colo. 


Scott Knudsen Jo: 
Norwich, Vt. 


Richard Miller 
Denver, Colo. 


William Peller 
Skokie, lll. 


Amy Sue Greenman 
Lincolnwood, Ill. 


References: 1. Reifenstein, E. C. Jr.: Annals N. Y. Acad. Sc. 71:762 (July 30) 1958. 2. Boschann, 
H-W.: ibid., p. 727. 3. Eichner, E.: ibid., p. 787. 4. Hodgkinson, C, P.; Igna, E. J., and Bukeavich, 
A. P.: Am. J. Obst. & Gynec. 76:279, 1958. 5. Tyler, E. T., and Olson, H. J.:J.A.M.A. 169 :1843, 1959, 
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improved 
progestational 
therapy 


SQUIBB HYDROXYPROGESTERONE CAPROATE 


DELALUTIN offers these advantages over other progestational agents: 


- long-acting sustained therapy 


* more effective in producing and maintaining a completely matured 


secretory endometrium 
© no androgenic effect 
* more concentrated solution requiring injection of less vehicle 
* unusually well-tolerated, even in large doses 
fewer injections required 
» low viscosity makes administration easier 


DELALUTIN is also potent and safe therapy for: threatened abortion; postpartum after- 
pains; amenorrhea, primary and secondary; dysfunctional uterine bleeding not associated 
with genital malignancy; infertility with inadequate corpus luteum function; production of 
secretory endometrium and desquamation during estrogen therapy; premenstrual tension; 
dysmenorrhea; cyclomastopathy, mastodynia, adenosis and chronic cystic mastitis. 


Administration and dosage: Supply: 
Because of its low viscosity, Delalutin may be admin- 
istered with a small gauge needle (deep intragluteal 
injection). Complete information on administration 


and dosage is supplied in the package insert. benzoate. 


Kenneth Michael Simonson 
Denver, Colo. 


Guberman 
Elmont, L.1., N.Y. 


‘Nina Rutkowski 
Roselle, Ill. 


Karen Mary Nederman 
East Williston, N.Y. 


Joanne Verderosa 


Seaford, N.Y. 


J. Gettemy 
Hartford, Conn. 


Squibb Quality—the Priceless Ingredient 


18 & SQUIBB TRADEMARK. 


Delalutin is available in vials of 2 and 10 cc., 
each containing 125 mg. of hydroxyproges- 
terone caproate in sesame oil, and benzyl 


Each of these healthy, normal babies was born by a mother with a documented previous history 
of true habitual abortion, who was treated during her most recent pregnancy with DELALUTIN. 


Daniel A. Fabrizio, Jr. i 
No. Massapequa, L.1., N.Y. 
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ADVERTISEMENTS 


IN REFRACTORY CONSTIPATION 
IN REFRACTORY CONSTIPATION 


ORY CONST 
RACTORY CONST! 


in, CONSTIPATION 


IN REFRACTORY CONSTIPATION, 
| RY CONSTI N 
IN REFRACTS STIPATION 


ACTORY CON 
CONSTIPATION 
IN REFRACTORY CONSTIPATION 


IN REFRACTORY © CONSTIPATION 


REFRACTORY 
REFRACTORY CONSTIPATION 


IN REFRACTORY CONSTIPATION 
REFRACTORY CONSTIPATION 


REFRACTORY CON STIPATION 


IN REFRACTGRY CONSTIPATION 
IN REFRACTORY CONSTIPATION 


IN REFRACTORY CONSTIPATION 


IN 
REFRACTORY CONSTIPATION 
IN REFRACTCRY CONSTIPATION 
IN REFRACTORY CONSTIPATION 

IN REFRACTCRY CONSTIPATION 


Senokot 


TABLETS/GRANULES 


REHABILITATES THE 
CONSTIPATED PATIENT— 
HELPS RESTORE NORMAL BOWEL TONE, 
RHYTHM, AND SENSITIVITY. 


SUPPLIED: TABLETS: Small and easy to swallow. in bottles of 100. 
GRANULES: Cocoa-flavored,in 8 and 4 ounce canisters. 


Sie. Purdue Frederick DEDICATED TO PHYSICIAN AND PATIENT SINCE 1802 
NEW YORK 14,N.Y. | TORONTO 1, ONTARIO 


© Copyright 1959, The Purdue Frederick Company 
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More effective than salicylate alone 


® 
YW. 


COMBINING MUTUALLY SYNERGISTIC NON-STEROID ANTIRHEUMATICS 


“superior to aspirin’ — “... evidence seems to indicate that the concur- 
rent administration of para-aminobenzoic and salicylic acid [as in Paba- 
late] produces a more uniformly sustained level for prolonged 

analgesia and, therefore, is superior to aspirin in the treatment 

of chronic rheumatic disorders.”! 


In each enteric-coated PABALATE tablet: 


Sodium salicylate (5 gr.)....ccceccseeeee 0.3 Gm. 
Sodium para-aminobenzoate (5 gr.).. 0.3 Gm. 


For the patient 
who requires steroids 


Pabalate-H¢ 


Pabalate with Hydrocortisone 


For the patient In each enteric-coated PABALATE-HC tablet: 


who should avoid sodium Hydrocortisone ....... 2.5 mg. 
e Potassium salicylate (5 gr : 0.3 Gm. 
Paboalate-Sodium Free Potassium para-aminobenzoate (5 gr.).. 0.3 Gm. 


Ascorbic acid 50.0 mg. 


Same formula as Pabalate, with sodium 
i ord aNd KHinnenard, 
salts replaced by potassium salts Journal-Lancet T8:1% 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Ethical Pharmaceuticals of Merit since 1878 


| 
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‘a highly effective 
antitussive”' 


Preferred by patients as to “effectiveness, taste 


and absence of undesirable side-effects’”’ 


Robitussin: 5-ce. tea 
spoontul contains giveervl 
guaiacolate 100 my 


Robitussin A-C: Same formula, 
plus prophenpyridamine 
maleate 7.5 mg. and codeine 
phosphate 10 mg. per 5 ce 
Exempt narcotic 


Supply: Bottles of 4 fl. oz. 
I pint and 1 gallon 


1 

Dis. 

A. Hi. CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 
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ADVERTISEMENTS 


AN __ in medical 
management 


AM ES and postoperative 
care of biliary 


“effective” hydrocholeresis ... 


CLINICAL BRIEFS FOR MODERN PRACTICE DECHOI N 


HOW PREVALENT aca, ames) 
ARE MULTIPLE | 


“\..dehydrocholic acid...does con- 


GALLBLADDER . Siderably increase the volume out- 
ANOM ALIES? _ put of a bile of relatively high water _ 


content and low viscosity. This drug 
One hundred and twenty-two cases is therefore a good ‘flusher,’ and is 
of vesica fellea divisa (bilobed gall- effectively used in treating both the 
bladder) and vesica fellea duplex chronic unoperated patient and the 
(double gallbladder with 2 cystic patient who has a ‘T-tube drainage 


4 


ducts) are reported in the literature. of an infected common bile duct. 
A unique case of vesica fellea tri- 

plex has recently been described. free-flowing bile 

plus reliable spasmolysis 


30:252, 1958. ECH 1) LI 
WITH 


Source: Skilboe, B.: Am. J. Clin. Path. 


BELLADONNA 


“... DECHOLIN/ Belladonna in a dos- 
age of one tablet t.i.d. for a period 
of two to three months may prove 
helpful in relieving postoperative 
symptoms, aiding the digestion, and 

facilitating elimination.”? 
Philadelphia, W. B. Saunders Company, = cowpany, inc 
1958, p. 425. « Iadiene 


(2) Biliary Tract Diseases, Toronto + Canada 
M. Times 85:1081, 1957. P 
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dissolves. 


“Bach Nebralin timed-release 
Aablet contains: 
Borsifal® 90m 
Warning: May be habit forming 


MepheneSin mg. 
“Dorsey brand of pentobarbital 


CAUTION: Federal jaw prohibits 


dispensing withoul prescription 


Dosage: One or two tablets 12 hour 
before retiring. 


timed-release action for a full night's sleep 
~ NEBRALIN is designed to duplicate the norma! sleep pattern. 
It encourages muscular relaxation and induces sustained, 
Ss -felaxed sleep by the release of Dorsital and mephenesin 
etimed-release tablet. Rapid-acting mephenesin quickly 
telaxes skeletal muscles to overcome “fatigue-tension” 
Ce and conditions the body for steep. Dorsital provides CNS 
_. sedation to induce sound, relaxed sleep. The initia! and 
sustaining dosages are designed to keep the amount of 
- barbiturate to be inactivated at any one time at a low levei 
tapering foward morning. Evidetce indicates that mephenesin 
_is capable of producing sleep,’ and when combined with a 
barbiturate enhances barbiturate action.’-* Moreover, the 
integrated action of the two components permits smaller 
dosages of each,‘ assuring your patients refreshed awakenings 
- without “morning hangover.” 


1 Schlesinger, E. B.: Tr. New York Acad. Sc. 2:6, (Nov.) 1948. 

2 Richards, R. K., and Taylor, J. D.: Anesthesiology 17:414, 1956. 
3 Shideman, F. £.: Postgrad. Med. 24:207, 1958. 

4 Berger, F.: Pharmacol. Rev. 1:243, 1949. 


SMITH-DORSEY - adivision of The Wander Company - Lincoln, Nebraska + Peterborough, Canada 
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meprobamate with PATHILON® tridihexethyl chloride Lederle 


for relieving tension and curbing hypermotility 
and excessive secretion in G. I. disorders 


PATHIBAMATE combines two highly effective and well- 
tolerated therapeutic agents: i. 
meprobamate (400 mg. or 200 mg.)—a tranquilizer and muscle- 
relaxant widely accepted for the effective management of tension 
and anxiety 


PATHILON (25 mg.)—an anticholinergic long noted for producing 
prompt symptomatic relief through peripheral, atropine-like action, 
yet with few side effects 


now availab/e... 


PATHIBAMATE-200 Tablets 


200 mg.meprobamate 25 mg.PATHILON 


for more flexible control of G. |. trauma and tension 
smooth, sugar-coated, easy-to-swal/low 
PATHIBAMATE-400 and PATHIBAMATE-2900 are indicated for 
duodenal ulcer; gastric ulcer; intestinal colic; spastic and irritable 
colon; ileitis; esophageal spasm; anxiety neurosis with gastrointes- 
tinal symptoms and gastric hypermotility. 


Supplied: PATHIBAMATE-400— Each tablet (yellow, 1/2-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethyl chloride 25 mg. 
PATHIBAMATE-200—Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethyl chloride, 25 mg. 


Administration and Dosage: PATHIBAMATE-400—1 tablet three times a day at mealtime 


and 2 tablets at bedtime. 

PATHIBAMATE-200—1 or 2 tabiets three times a day at 
mealtime and 2 tablets at bedtime. 

Adjust dosage to patient response. 


Contraindications: glaucoma; pyloric obstruction, and obstruction of the urinary 


bladder neck. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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(brand of hydroxyzine) 


ATARAX 


4, pe 

Lise 

1959 
9. re, B. 


(Jan, Mar y 


PASSPORT 
TO 
| TRANQUILITY 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


| 
H } } 
yp | 
Tecord of effect; Venegg 
j 
In 2NXiety. tension and agi tation, 
ATARAy Produceg 4 More \ 
favorable State of Calm and tranquility A Wo D O 
than any drug Previoush, Used, 71 RL a 
j 
Widest lat; Cude of ENG 
No Serious Adverse eaction ever 
documen ted _ five dosage forms 
i 
Chemica iy, distingy 
Dosage. ADULTS One 95 Mg. tablet or } 
2Mong tr, One tbsp, Syrup q.i.d, } 
Not a or a ™Probamate Years, one 109 tablet or one tsp, 
Syrup Cid; ¢ Years, two 10 Neg, 
ER added j tablet, two tsp, Syrup tid, 
| j Supplied. Tiny 10 Mg., o5 4nd 199 
fron “ers of tUlness ; Meg. tablets bottles of 100, Syrup, Dint } 
| These UNique benefits Specific | bottles Parenteras Solution, 10 ce, mul. } 
Indication. “Ple-dose Vials, | 4 
‘eh iy J, Am, Gerj, Soc, 36] (Jan, 1959, fein. | 
é berg Allergy, “9 2358 (July) 1959 j 
{ 958, PNeger. R.; Mey, Klin, 
: (June 5) 1958. Over 200 laboratory 
and Clinieay Papers from 14 “OUuNtrieg | 
& 
j | 
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ORAL 


Potassium Penicillin V 


908129 


Supplied: Compocillin-VK Filmtabs, 
125 mg. (200,000 units), bottles of 
50 and 100; 250 mg. (400,000 units), 
bottles of 25 and 100. Compocillin- 
VK Granules for Oral Solution come 
in 40-cc. and 80-cc. bottles. When 
reconstituted, each 5-ce. teaspoonful 
represents 125 mg. (200,000 

units) of potassium penicillin V. 


in tiny, easy-to-swallow Fi in tasty ‘chery ‘y-flavored Oral Solution 


: 
' 
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Synonyms for 
Pain Relief... 


‘TABLOID’ 


‘EMPIRIN 
COMPOUND 


Acetophenetidin ...... gr. 2% 
Acetylsalicylic Acid .... gr. 3% 
’ 
‘TABLOID 
* 


No. 1 Acetophenetidin ...... gr. 2% 


Acetylsalicylic Acid .... gr.3% 
No. 2 Acetophenetidin ...... gr. 242 
Acetylsalicylic Acid .... gr. 3% 
No. 3 Acetophenetidin ...... gr. 2Y2 
Acetylsalicylic Acid .... gr. 3% 
gr. 
No. 4 Acetophenetidin ...... gr. 242 
Acetylsalicylic Acid .... gr. 3¥2 


“Subject to Federal Narcotic Regulations 


simple headache 
rheumatic conditions 
arthralgias 

myalgias 

common cold 
toothache 

earache 
dysmenorrhea 
neuralgia 

minor trauma 

tension headache 
premenstrual tension 
minor surgery 
post-partum pain 
trauma 

organic disease 
neoplasm 

muscle spasm 

colic 

migraine 
musculo-skeletal pains 
postdental surgery 
post-partum involution 
fractures 

synovitis / bursitis 


relief of pain 

of all degrees of 
severity up to 
that which 
requires morphine 


AND IN 


fevers 


dry, 
unproductive coughs 


BURROUGHS WELLCOME & CO. (U.S.A.) ING., Tuckahoe, NewYork # 


* 
my 
— 
| 
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yirin’? 


rpound 


No. | 


IPIRAL” 


Your experience and trust throughout the 
years have established the wide use of the 
‘Empirin’ family in medical practice— 
dependable analgesics for the effective relief 
of pain, fever, and cough—with safety. 


-CODEMPIRAL” 
No.3 


No. 2 


BURROUGHS WELLCOME & CO. (U.S.A) INC. 
Tuckahoe, New York 


Triumph — 
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ADVERTISEMENTS 


MICRONITE 
FILTER: 


key to Kent’s popularity 


During the past year, Kent sales increased 
by 20-billion cigarettes—the greatest gain 
in popularity ever recorded by any filter 
cigarette in any year. 


Undoubtedly much of the credit for this 
important rise in sales must go to Kent’s 
exclusive ‘‘MICRONITE” Filter.This extra- 
ordinary new filter was constructed to take 
into account new principles of filtration 
which were dictated by the basic discoveries 
of a major research foun- 
dation, working under 
Lorillard sponsorship. 


The foundation deter- 


mined that the average ZF 
puff of cigarette smoke Shee 
contained over 12 billion =a 


semi-solid particles. Addi- 
tional research revealed 
that inhaled smoke from ~~ 
ordinary cigarettes has a 


ii 
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which the small semi-solid smoke particle 
can easily pass. However, in the exclusive 
Kent filter, the fibers are mechanically 
manipulated in such a manner as to create 
extremely tortuous passageways for the 
smoke. In this maze-like network of super- 
fine fibers the smoke particle has much less 
chance to slip through the filter. 


Thus, Lorillard research created a filter 
which reduced tars and nicotine in the 
“inhaled”” smoke to the 
lowest level among the 
largest selling brands. As 
smokers learned about the 
“MICRONITE” Filter, 
they changed to Kent. 
During the past year, for 
instance, more smokers 
changed to Kent than to 
any other cigarette in 
America. 


predominant proportion 
of particles, from 0.1 to 1 
micron in diameter, aver- 
age 0.6 micron. 


Ordinary filter fibers 
are so large that they 
create spaces through 


A Product of P. Lorillard Company—First 
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If you would like for your 
own use the Looklet, ‘‘The 
Story of Kent,’’ write to: 
P. Lorillard Company 
Research Department 
200 East 42nd Street 
New York 17, N.Y. 


with the finest cigarettes—through Lorillard Research! 
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Can antacid therapy 
be made more effective 
and more pleasant? 


THE MOST SIGNIFICANT IMPROVEMENT IN 
ANTACID THERAPY SINCE THE INTRODUCTION 
OF ALUMINUM HYDROXIDE IN 1929 


Each Creamalin Antacid Tablet contains 320 mg. specially processed, highly reactive, short poly 
mer dried aluminum hydroxide gel, (stabilized with hexitol), with 75 mg. magnesium hydroxide 


1. Neutralizes acid faster (quicker relief) 

2. Neutralizes more acid (greater relief) 

3. Neutralizes acid longer (more lasting relief) 
4. No constipation + No acid rebound 

5. More pleasant to take 
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a new high in effectiveness HO 


and palatability 


CREAMALIN NEUTRALIZES MORE ACID FASTER 
_ Quicker Relief Greater Relief 


OH 
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HO OH OH 


n 
o is at least 1 and averages less than 6. X is a cations 


* HEXITOL 


CREAMALIN N NEUTRALIZES MORE ACID LO. LONGER 


Acid neutralization with 10 leading antacid tablets” 
(per gram of active ingredients) 


mi. 0.1N HCI 


9 
160 
widely 
140 oe > prescribed 


120 4 antacid 


+ 

100 tablets 
80 | 

H | 
60 | 
40 
20 

0 minure 


10 20 30 40 50 60 


Tablets were powdered and suspended in distilled water in a constant temperature 
container C) equipped with mechanical stirrer and pH electro odes. Hydrochiorie 
acid was added as ne dal een ae ae Volume of acid required was 
recorded at naan intervals for one hour. 


Do antacids have to taste 


like chalk? 


Duration of action at pH from 3 to 5* 
(per gram of active ingredients) 


MINUTES 
0 10 20 30 40 50 60 
| c 
9 
widely 
A \ prescribed 
antacid 
tablets 
Fre 
H** all 


“Hinkel, E. T., ur., Fisher, and Talnter, M. L.: A new highly reactive aluminum hydroxldé 


complex for gastric hyperacidity. To be published. 
**pH stayed below 3, 


No chalky taste. New CREAMALIN tablets 
are not chalky, gritty, rough or dry. They 
are highly palatable, soft, smooth, easy to 
chew, mint flavored. 


« NO ACID REBOUND + NO CONSTIPATION 
NO SYSTEMIC EFFECT 


Adult Dosage: Gastric hyperacidity: 2 to 4 tablets 
as necessary. Peptic ulcer or gastritis: 2 to 4 tablets 
every two to four hours. Tablets may be chewed, 
swallowed with water or milk, or allowed to dis- 
solve in the mouth. 


Supplied: Bottles of 50, 100, 200 and 1000. 


LABORATORIES + NEW YORK 18, NEW YORK 


| 
| 
260 
240 
220 
A 
200 | 
| D | 
180 
| 
| 
| 
| 
| 
= 
& 
% 
ly 


2 
a 
| 
% ) j | 
‘ 3 
% 
— 


and 
blood pressure 
is controlled 
safely and 
effectively 


The hypertensive under treatment is frequently burdened 
with side effects of therapy including states of depression, 
fatigue, end lethargy. He finds little joy left in his life 
and laughter is almost a forgotten experience. F 
With RAUTENSIN and RAUVERA, two unique and depend- 
able antihypertensive agents, patients feel better, have a 
brighter outlook and blood pressure is safely reduced. 
in mild hypertension 
RAUTENSIN provides smoother antihypertensive action 
With no sudden rebounds or abrupt declines, and can be 
given over long periods of time without impairing mental 
alertness, preducing excessive lethargy or drowsiness. 
When tachveardia is present, RAUTENSIN slows heart rate 
10 to 15 per cent. RAUTENSIN is less likely to cause mental 
depression.’ The apprehensive hypertensive is calmed, vet 
side actions are... either completely absent or so mild 
as to be inconsequential.” 
each tablet contains 2 mg. of the purified alserorylon comples of a 
Raniwoltia serpentina 
Dosage: For the first 20 to 20 days, tiahlet once daily, 
at bedtime. Thereafter, a maintenance dose of 1 tablet mye) 
daily will sutiice for mest patients, ; 


in moderate to severe hypertension i 


RAUVERA produces smooth and steady antihypertensive 
action which persists over the entire twenty-four hours 

Without peaks and valleys ...no “saw tooth” effect. 

Patients show a marked subjective as well as objective 

improvement with a significant drop in blood pressure, 
yet with a very low incidence of side effects.’ Abrupt rise : 
in blood pressure does not occur even when therapy is a 
interrupted.’ Tolerance does not develop on prolonged 

administration. Sensitization reactions or postural hypo- 

tension do not occur. Headaches, fatigue, insomnia and 

“heart consciousness” rapidly disappear, leaving the 

patient feeling well and asymptomatic. 

RAU V 
Dosage: One tablet 2 or 4 times daily, ideally afte tes 
of not le thas hows 

1. Mi Dennis, E., and Ford, Ru: Arch. Int. Me 1955 3 
2. “Fer A.: Hlinois M. J 67, 1 

J.B: M. Rec. & Ar 42, 

4. Bendiy, New York J. Med. 64:2523, 195 

SMITH-DORSEY division of The Wander Company Lincoln, Nebraska Peterborouyh, Canada 
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provides therapeutic sulfa levels for 24 hours... 
Highly soluble in acid and alkaline media... 
rapidly absorbed, producing fast, effective 
plasma-tissue concentrations sustained for the 
entire day. Simple, single 0.5 Gm. daily dose 
minimizes patient dosage confusion. At least 
equivalent to 4 to 6 Gms. daily of previous 
sulfonamides. Does not produce renal 
complications.’ 


with low incidence of sensitivity reactions... 
KYNEX is extremely low in toxic potential.” ° 
Cutaneous or other objective sensitivity 
reactions are rare, as demonstrated in a large 
scale evaluation of clinical toxicity.’ Also minor 
subjective reactions are less likely to develop 
when the recommended dosage is used.’ 


Dosage: Adults, 0.5 Gm. (1 tablet) daily following an initial 
first-day dose of 1 Gm. (2 tablets). 


TABLETS, 0.5 Gm., Bottles of 24 and 100. 

also available—~KYNEX Acetyl Pediatric Suspension, cherry 
flavored, 250 mg. sulfamethoxypyridazine activity per tea 
spoonful (5 cc.). Botties of 4 and 16 fl. oz. 

1. Editorial, New England J. Med. 258:48, 1958. 

2. Vinnicombe, J.: Antibiotic Med & Clin. Ther. 5:474, 1958 
3. Sheth, U. K., et _al.: Ibid., p. 604, 1958. 


for improved control 


WHENEVER SULFAS ARE INDICATED 


Sulfamethoxypyridazine Lederle 


LEDERLE LABORATORIES, . 
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...and one to grow on 


A tiny tablet of REDISOL to stimulate the appetite 


to help in the intake of food for growth. 


REDISOL Is crystalline vitamin an essential 
vitamin tor growth and the fundamental 


metabolic processes. 


Ideal for the growing child, the REDISOL tablet 


dissolves instantly on contact in the mouth, 


on food or in liquids. 


Packaged in bottles hermetically sealed to keep 
the moisture out and to retain vitamin potency in | 
25 and S50 meg. strengths, bottles of 36 and 100 - 


in 100 meg. strength, bottles of 36, and in 


250 meg. strength, vials of 12. 


Vso available as a pleasant-tasting cherry- 
favored ¢ (3 meg. per 5-cc. teaspoonful) 
and as REDISOL injectable. cvanocobalamin 


Injection USP (30 and 100 meg. per ce.. 10- 
ce. Vials and 1000 meg. per ce. in 1. S and 


10-ce. Vials). 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO. INc., PHILADELPHIA 1, PA, 
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relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


Miltown 


meprobamate (Wallace) 


Wd WALLACE LABORATORIES / New Brunswick, N. J. 
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indicated in: 


MUSCLE STIFFNESS 


Anew way LUMBOSACRAL STRAIN 


SACROILIAC STRAIN 


to relieve pain 


and stiffness BURSITIS 
an muscles TENOSYNOVITIS 


and joints 


LOW BACK PAIN 


DISC SYNDROME 


SPRAINED BACK 


“TIGHT NECK” 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 


ov 
‘ 
WHIPLASH INJURY 
FIBROSITIS 
FIBROMYOSITIS 
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@ Exhibits unusual analgesic properties, different from those 
of any other drug ™ Specific and superior in relief of SOMAtic pain 
@ Modifies central perception of pain without abolishing natural 


defense reflexes  Relaxes abnormal tension of skeletal muscle 


N-isopropyl-2-methyl-2-propyl-1, 3-propanediol dicarbamate 


™ More specific than salicylates # Less drastic than steroids 


@ More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SoMA is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with SoMA than with previously used analgesic, sedative or relax- 


ant drugs. 
Soma also relaxes muscle hypertonia, with its stresses on related joints, 


ligaments and skeletal structures. 
acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY SAFE. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy, particularly on high dosage. 


EASY TO USE. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


suppLieD: Bottles of 50 white coated 350 mg. tablets. 
Literature and samples on request. 


® 
Wy WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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CHOICE THERAPY 
FOR THE 
PATIENT WITH MILD 
TO MODERATE 
HYPERTENSION 


Veratrite 


More than 13,000,000 prescriptions attest that 
Veratrite continues to be the antihypertensive of 
choice for the older hypertensive patient. Veratrite 
can be prescribed safely and routinely for those 
who usually cannot tolerate more potent drugs. 
Veratrite now contains cryptenamine which 
acts centrally to produce a gradual fall in blood 
pressure, yet improves circulation to vital organs, 
relieves dizziness and headache, and imparts a 
distinct sense of well-being. Furthermore, 
Veratrite achieves its effects with unusual safety 
and without annoying side effects. 
Each Veratrite tabule contains: Cryptenamine (tan- 
nates), 40 C.S.R.* Units; Sodium nitrite, 1 gr.; Pheno- 
barbital, % gr. Dosage: 1-2 tabules t.i.d., preferably 


2 hours after meals. 
*Carotid Sinus Reflex 


Pleiabep Irwin, aco. + DECATUR, ILLINOIS 


| 
| 


L-065 


Decongestant Tablets 


2 NEW FORMS OF CORICIDIN 


relieve sinusitis § 
colds:allergic rhinitis 


TOPICAL | 
CORICIDIN 
Nasal Mist 


offers prompt topical symptomatic 
relief of congested nasal mucosa and 
controls excessive nasal drainage 
without rebound effects 


| ORAL 
CORICIDIN “D” 


combine dependable 

CORICIDIN benefits with specific 
action of phenylephrine 

to provide rapid prolonged relief 
of congested respiratory passages 
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Each Coricipin “D” tablet contains 2 mg. CHior-TRIMETON® Maleate, 0.23 Gm. aspirin, 0.16 Gm. phenacetin, 
™30 mg. caffeine and 10 mg. phenylephrine boxes of 12 tablets 


Each cc. of Coricip1n® Nasal Mist contains 3 mg. CHLoR-TRIMETON Gluconate, 5 mg. phassteginine 
hydrochloride and 0.05 mg. gramicidin squeeze-bottles of 20 cc. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 
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ILOSONE® WORKS to assure a more decisive response 


When the infection keeps coming back, it may well be that a more decisive , 
antibiotic attack is indicated. In such cases, Ilosone consistently provides a 
prompt, high level of antibacterial activity in the patient’s serum. Ilosone is 
bactericidal against both streptococci and pneumococci and has been re- 
ported particularly effective against staphylococcus infections in the most 
recent clinical investigation.! 


Usual dosage: For adults and children over fifty pounds, 250 mg. every six 
hours. For optimal effect, administer on an empty stomach. Ilosone is sup- 
plied in Pulvules® of 125 mg. and 250 mg., in bottles of 24 and 100. 
1. J.A.M.A., 170:184 (May 9), 1959. 

llosone® (propionyl erythromycin ester, Lilly) 


LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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Intestinal Flora 


Scientific 
ARTICLES 


Fungal Flora in Human Intestinal Tract, 


in Health and Disease 


ANDREW NACHTIGALL, M.D., Kansas City, Missouri and 
Vv. LYLE VON RIESEN, Ph.D., Omaha, Nebraska 


Introduction 


In the past relatively little attention has been 
focused on the mycotic flora of the intestinal tract 
of man in comparison to the interest in the bacterial 
flora. This is not difficult to understand since the 
fungal diseases of the intestinal tract are few and 
benign. Since the advent of oral antibiotic therapy, 
the yeast flora of the intestinal tract has received a 
little more attention from doctors and investigators 
than previously. In recent years articles have ap- 
peared in various medical journals describing case 
histories of mycotic infections which have risen in 
the intestinal tract as a result of antibiotic therapy. 
Antibiotics alter the ecological balance of the micro- 
bial flora of the intestinal tract. Some yeasts, most 
notably Candida albicans, act as opportunists in this 
environmental situation and cause disease. 

It is interesting to note that many of the studies 
on the normal fungal flora of the intestinal tract 
started as attempts to determine if certain specific 
fungi were the etiologic agents of a disease. Before 


This paper in its original form was submitted to the 
Dean of the University of Kansas School of Medicine by 
Dr. Nachtigall as partial fulfillment of the requirements for 
the second year of Medical School. The experimental work 
was supported by a fellowship from the Research Committee 
of the Medical School. Dr. Nachtigall is interning at the 
General Hospital, Kansas City, Missouri, and Dr. Riesen is 
at the University of Nebraska College of Medicine, Omaha, 
Nebraska. 
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one can implicate an organism that is present as a 
causal agent of a disease, it becomes necessary to 
know if that organism is absent or present in normal 
situations. 

The stimulus for the experimental work reported 
here arose while doing yeast counts on feces for an- 


A review of the literature on fungi 
found in the human intestinal tract: A 
local study of preoperative fungus cul- 
tures and similar studies after antibiotic 
therapy and at operation. The effect of 
disease on fungus cultures. 


other project. The various yeast colonies observed 
were picked and attempts made to identify them. 
One of the problems in this study is that only re- 
cently has the taxonomy and nomenclature of fungi 
and particularly the yeasts arrived at any semblance 
of order. This largely invalidates much of the earlier 
literature since it is difficult to ascertain if the organ- 
isms ate the same as those referred to now. This is 
because names have been changed. 

Another problem is that, since the bacteria greatly 
outnumber the fungi and since fungi grow more 
slowly than most bacteria, it is necessary to have a 
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medium that completely inhibits bacteria, but does 
not hinder the growth of yeasts. 


Review of Literature 


The presence of fungi was associated with disease 
conditions of the human body earlier than was the 
presence of bacteria. Because of their larger size, 
fungi were easier to observe and study microscopi- 
cally. Nye, Zerfas, and Cornwell stated that yeast- 


TABLE I 


Monilia parapsilosis .......00..000. 10.1 per cent 
Other fungi—chiefly Saccharomyces, 

Torula, Oidium, and Mycoderma . 28.7 per cent 
Negative of all fungi ............% 55.6 per cent 


TABLE II 
Monilia unidentified ................ 3 per cent 
Cryptococcus Growp 12 per cent 
Cryplococeus Group 3 per cent 
Cryptococeus Group 10 per cent 
Zygosaccharomyces Sp.2 1 per cent 


like fungi were first recognized and studied by 
Langenbeck in 1839. Anderson stated that a paper 
by Casagrandi in 1898 is one of the earliest and 
most comprehensive works on the subject of the 
yeast flora of the human intestinal tract. Even with 
this early start, it is only recently that the taxonomy 
and classification of the fungi associated with human 
disease have been put into reasonable order. For this 
reason the comprehensive article by Anderson (1917) 
will be considered the starting point of this discus- 
sion. Even with this limitation of time, it is occa- 
sionally difficult to associate the different names used 
for the same organism. 

Anderson in an attempt to determine the presence, 
or absence, ard the relative abundance of yeast-like 
fungi in the intestinal tract of man, plated a total of 
229 samples from 175 persons. From the 85 samples 
yielding yeasts, 113 strains were isolated. Summa- 
rizing his results he concluded that yeast-like organ- 
isms are present only in relatively small numbers in 
healthy people, but are present in practically all 
human feces. His opinion was that most of these 
yeasts had been wild yeasts ingested with food and 
were just passing through the intestinal tract without 
multiplying there. In an experiment he fed an in- 
dividual a culture of yeast obtained from a case of 
sprue. From the results of this experiment he con- 
cluded that this organism did live and multiply in 
the intestinal tract of man. 

Wachowiak, Stryker, Marr, Bock, and Fleisher re- 
cording only monilia, found them in the stools of six 
of 100 normal persons. 

Nye, Zerfas, and Cornwell were primarily inter- 
ested in the importance of yeast-like fungi in the 
intestinal tract of nernicious anemia patients. Al- 
most all of the stool! samples studied were from pa- 
tients with medical illnesses. Since these illnesses were 
not caused by, fungi, the results seem to agree with 


the findings of others for normal persons. A total 
of 192 stools from 121 individuals yielded yeasts on 
culture in 51 cases. This is an incidence of 42 per 
cent which agrees well with the 43 per cent found 
by Anderson. Because many of the plates showed 
only one or a few colonies, it was decided that only 
plates with ten or more colonies on first isolation 
were positive. This reduced the number of positive 
stools to 15 per cent. All of the yeasts isolated 
except one were classified as Parasaccharomyces. This 
name is synonymous with the present term Candida. 
The one exception was a culture of Endomyces. None 
of the 15 per cent positive cultures except the one 
Endomyces could be differentiated from what we 
now classify as Candida albicans. 

Ashford, working in Porto Rico, cultured the 
feces from 872 persons. Of these, 178 were healthy 
boys from a charity school. The results from the 
healthy individuals are shown in Table I. 

The primary difference between the results from 
the healthy individuals and those with illnesses was 
in the percentage of stools that contained yeasts. The 
type of organisms remained the same. Ashford con- 
cluded from his work that 95.3 per cent of the 
mycologic denizens of the intestinal canal in Porto 
Rico fall into five genera and about 12 species. 


TABLE III 
Number 
Isolated Per Cent 
Monilia albicans .......... 16.9 
Monilia parapsilosis ...... 6.1 
Monilia krusei 5.7 
Monilia candida .......... 4.4 
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The yeast-like organisms recovered from the feces 
of 100 normal persons were studied by Benham and 
Hopkins (1933). Their findings are recorded in 
Table II. 

They found fungi in 80 per cent of the persons 
studied. Of these 80 persons, 29 had two or more 
species present at the same time. Thirteen of the 
persons from whom Moznilia albicans was obtained, 
had cultures taken every month for from one to six 
months. One case had none on the second culture, 
another was negative after the fourth month, and 
a third case was negative after six months. The re- 
maining ten gave positive results—four for six 
months, two for two months, and four for one month. 
From these results it was concluded that real colo- 
nization occurs in the human intestinal tract. 

Another study using 314 fecal samples was done 
by Schnoor. Of these samples, 60 were from medical 
students and 254 from hospitalized patients without 
any gastrointestinal or skin disease. His findings are 
tabulated in Table III. 

Of the Monilia, 108 strains were isolated from 104 
samples. Schnoor believed that yeasts are always 
present but may not be in large enough numbers to 
be demonstrable and that certain conditions may 
merely increase their number until they are demon- 
strable. 

Swartz, in a study of 24 cases of normal persons, 
found five Geotrichum and three unidentified yeasts 
which were not Candida albicans. 

A very large and excellent study was done by 
Felsenfeld in which he went to a state hospital for 
his subjects. The patients used in this study can be 
divided into three groups. The first group consisted 
of 300 newly admitted patients and 600 patients from 


TABLE V 
No. Isolated 
8 
Torulopsis and Cryptococcus 5 


chronic wards. The second group was composed of 
100 typhoid carriers. The third group consisted of 
diarrhea cases which were subdivided into three 
groups, 103 cases of food upsets, 47 early acute 
Shigella infections, and 51 bacillary dysentery cases 
one week after termination of sulfathiazole therapy 
The results are given in Table IV. 

One of the questions asked was, ‘Does hospital- 
ization alter intestinal flora?” In this study the num- 
ber harboring organisms did not change, but many 
carriers of one organism became carriers of two or 
three organisms. Sulfa treatment reduced the number 
of mycotic carriers, especially those carrying Geotri- 
chum. 

Almeida, Lacaz, and Barros selected 100 cases con- 
sidered normal. In the literature reviewed they were 
the first authors to look for Blastocystis and record 
it with the normal fungal flora of the human intes- 
tinal tract. Their findings are given in Table V. 

In eight cases two different fungi were isolated 
from one individual, and in two cases three different 


TABLE IV 
New Ward Typhoid Food Bacillary Treated 
Admissions Cases Carriers Upset Dysentery Dysentery 
No. of cases 300 600 100 103 47 51 
Per Per Per Per Per Per 
Cent Cent Cent Cent Cent Cent 
23.0 29.1 26 56.3 33.1 6 
Distribution 
POR cis) 26.6 24.6 26 14.6 17.0 74 
CAL 68.6 45.3 48 36.8 36.1 20 
4.5 4 3.9 10.6 0 
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TABLE VI 
No. Isolated 
4 
Debaryomyces 2 
Candida zeylamoides 1 
1 


genera were isolated. The author postulates that 
some of the observed differences may be due to dif- 
ferent environments, climates, nutrition, and hy- 
gienic conditions. 

The next three studies were done with children. 
Rezza studied the mycotic flora during the first months 
of life and quite frequently found yeasts in the feces 
of newborn from the third day of life. Most of the 
organisms were Candida albicans. Di Menna isolated 
yeasts from the feces of 188 children and classified 
them as shown in Table VI. 

Carpenter, identifying yeast-like fungi isolated 
from children, found in the feces four Candida albi- 
cans, one var. stellatoidea, and one Candida krusei. 
Carpenter considered Candida stellatoidea a variety of 
Candida albicans. 

Two German workers, Staib and Windisch, during 


TABLE VII 
No. Isolated 
10 
2 
Torulopsis incomspicud 10 
Trichosporon cutaneum 2 
Saccharomyces carlsbergensis 2 
Rhodotorula mucilaginosa 3 


some work on the accompanying flora of yeast in 
the intestinal tract, isolated the yeasts listed in Table 
VII. 


Materials and Methods 


The specimens used in this study were from pa- 
tients at Kansas University Medical Center and the 
V.A. Hospital of Kansas City, Missouri, on whom 
abdominal or intestinal surgery was to be performed. 
From each patient either two or three samples were 
collected. The first sample was a stool specimen just 
before antibiotic therapy was begun. The second 
specimen was taken after 24 hours of intensive oral 
antibiotic therapy and was usually an enema return. 
The third specimen, when taken, was taken at the 
time of surgery as a swab in the area of resection. One 
gram of the fecal sample was weighed and emulsi- 
fied with a small amount of sterile saline in a sterile 
250 ml Erlenmeyer flask with glass beads. After it 
was well emulsified, sterile saline was added to make 
a total of 100 ml and the specimen was well mixed. 
One ml of this was then plated and one ml used for 
serial ten-fold dilutions. The enema returns were 
well mixed and one ml taken and plated and one ml 
used for serial ten-fold dilutions. The swabs were 
broken from the applicator sticks and dropped into 
a nine ml sterile saline blank, shaken well, and used 
for plating and further ten-fold dilutions. 

The medium used was mycophil agar (BBL) which 
was tubed in 20 ml amounts and sterilized. At the 
beginning of the project, Littman’s medium (Difco) 
was used, but mycophil agar was found to be more 
applicable to this problem.1* When ready for use 
‘he medium was melted and 0.3 ml of 10 per cent 
lactic acid added. One ml of the appropriate dilutions 
of the specimen was pipetted into a sterile petri plate, 
the melted, acidified agar poured into the petri plate 
and rotated so as to evenly suspend the diluted speci- 
men. The dilutions plated were 10-* to 10°6 on the 
first specimen, and 10-1 to 10% on the second and 
third specimens. The plates were incubated at room 
temperature for one week. 

Counts were taken on the plates, and all the dif- 
ferent kinds of yeast colonies on a plate were sub- 
cultured on mycophil agar slants at a pH of 7.0. This 
stock slant served as the source of inoculum for the 
sugars used for identification. The sugar tubes were 
incubated at room temperature for seven days and 
then read for acid and gas formation. 

The sugars used were glucose, sucrose, maltose, 
lactose, and galactose. The fermentation media con- 
sisted of nutrient broth (Difco), 8 g; sugar, 10 g; 
brom cresol purple solution (0.04 per cent), 10 ml; 
distilled water, 1000 ml. This medium was tubed 
in inverted vial fermentation tubes and autoclaved. 
In this work the yeasts, except Candida krusei, were 
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identified only on the basis of biochemical reactions 
with the realization that this has its limitations. The 
strains of Candida krusei were further characterized 
by Jensen and von Riesen (unpublished data) by 
colonial morphology and pellicle formation in broth. 


Experimental Results 


Of the 106 patients on whom yeast counts were 
done, detectable amounts of yeast were found in the 
pretreatment specimen in 62 cases or 58.5 per cent; 
but when ail three samples were taken into account, 
87 cases or 82 per cent showed detectable numbers 
of yeast. It must of course be realized that in some 
cases only a few colonies were found on the plate of 
the lowest dilution. In some patients yeasts were not 
found in the first sample but appeared after therapy 
in the second or third specimen. In other patients 
yeast was present in the first specimen and disap- 
peared in the second and third. 

Seventy-four strains of yeast were isolated from 
the 51 patients studied qualitatively. These isolates 
were studied for their fermentation characteristics in 
the five carbohydrates: glucose, sucrose, maltose, lac- 
tose, and galactose. The results are presented in Table 
VIII. 

In considering the species incidence of Candida in 
the 51 patients from whom yeasts were isolated, 
Candida albicans was present in 23, or 45 per cent; 
Candida tropicalis was present in 21, or 41 per cent; 
Candida krusei in seven, or 14 per cent; Candida 
pseudotropicalis in two, or four per cent; and Can- 
dida parakrusei in one, or two per cent. 

In 29, or 57 per cent, of the 51 patients from whom 
yeast-like organisms were isolated, only one species 
was present; in 21, or 41 per cent, two species were 
present; and in one, or two per cent, three species 
were present. 


Discussion 


From the works of Rezza, Di Menna, and Carpen- 
ter it appears that yeasts establish themselves in the 
intestinal tract of man in the first few days of life 
and remain there through the entire life of the indi- 


TABLE VIII 

Number Per Cent 

Isolated of Isolates 
Candida albicans .........00000 23 31 
Candida tropicalis ..........0055 21 28.4 
Candida pseudotropicalis ........ 2 2.7 
Candida parakruséi 1 1.4 
Geotrichum candidum .......... 4 5.4 
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vidual. Although no worker has isolated yeasts from 
100 per cent of cases, the consensus appears to be 
that they are present in all people. This could be 
so since the methods used are not sufficiently sensi- 
tive to isolate yeasts from individuals with very low 
counts. 

Anderson believed that the yeasts isolated from 
feces were primarily wild yeasts which were merely 
passing through the intestinal tract. This is very 
likely true of mold spores. But such organisms as 
the Candida which are so frequently present are un- 
doubtedly actual denizens of the intestinal tract of 
man. To this probably should be added also the 
genera Geotrichum and Cryptococcus as common in- 
habitants of the gut. The organisms that merely 
transiently pass through are likely to be found in 
only small numbers. In this regard it is also interest- 
ing to note that only one person recorded the pres- 
ence of Blastocystis and that in a large number of 
cases. Further work will be needed before anything 
more can be said about this. 

Mention was made above of the possibility that 
mold spores are ingested and pass through in the 
feces. Some of the papers discussed in the historical 
section listed molds such as Penicillium and Asper- 
gillus. During the experimental work on this prob- 
lem, it was observed that at various times mold 
colonies appeared in numbers that indicated that they 
were present in the fecal sample and decreased in 
number with increasing dilution. Since it is not known 
if the equipment and containers used to handle and 
transport the specimen to the lab were sterile, no con- 
clusions can be drawn from this observation at pres- 
ent. The possibility of contamination must be con- 
sidered. 

It appears from the results of various workers that 
there can be quite a variety of fungi present in the 
human intestine and in a fairly wide range of con- 
centrations. Some authors suggest that geographic, 
climatic, nutritional, or hygienic conditions could ex- 
plain the differences in results. To this should also 
be added medical therapy, particularly antibiotic 
therapy. It is possible that because of changes in 
the above conditions, the results of investigators in 
the future may continue to be different. The present 
day practice of antibiotic therapy may alter the fun- 
gal flora of the intestinal tract. 

The question can be raised in regard to some of 
the work cited in the history (and the work given in 
this paper) about the influence of illness, of the 
subjects used, on the results. Evidence would in- 
dicate that the concentration of organisms, but not 
the kind of organisms found, can be expected to 
be altered. In fact this may aid in bringing out or- 
ganisms present in numbers too small to detect. 

The results of this work appear to indicate that 
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Candida albicans is not present as predominantly as 
others have indicated since it was found that Candida 
tropicalis and Candida krusei accounted for 41 and 14 
per cent, respectively, of the strains of Candida iso- 
lated. This throws doubt on the frequent reference in 
medical literature to any Candida isolated as Candida 
albicans without careful identification of the organ- 
ism. 


Department of Medical Microbiology 
University of Kansas Medical Center 
Kansas City, Kansas 
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Health Survey 


Chronic conditions affecting health limit the normal activity of an estimated 17 million 


people in the United States, according to findings developed from nationwide household ‘ 
interviews conducted in the National Health Survey of the Public Health Service. 

These 17 million persons, representing 10 per cent of the population, are limited in 
their ability to work, keep house, or pursue outside activities. A segment of this group 
amounting to 3 per cent of the population or an estimated 4,855,000 persons have trouble 
moving about or cannot move about without help. Of the latter group, about 1 million 
persons are completely confined to their homes. 

The figures do not include military personnel or people in mental or other types of 
long-term institutions. 

Activity limitations were reported most frequently among low income families and 
older people. 

—Among families with incomes of less than $2,000 a year, one in every five persons 
had some activity-limiting condition; for those with incomes of $7,000 or more, only 
about one in every 15 persons was similarly limited. 

—About one in every 70 children under 15 years of age was reported to have some 
activity limitation, whereas about half of the persons 75 years of age and older fell in 
this category. 

The estimates are derived from interviews conducted for the National Health Survey 
by the U. S. Bureau of the Census with a representative sample of the population. The 
information recorded about individuals is confidential and only statistical totals are 
published. 

The report is entitled “Limitation of Activity and Mobility Due to Chronic Conditions, 
United States, July 1957-June 1958,’ Public Health Service Publication No. 584-B 11. 
Copies may be obtained from the Superintendent of Documents, Government Printing 
Office, Washington 25, D. C., at 30 cents each. 
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Radiopaque Drains 


Marking Soft Rubber Drains 
for X-Ray Visualization 


_C. F. TAYLOR, M.D.; and W. A. SMILEY, JR., M.D., Norton 


The increasing number of chest surgery cases and 
the not uncommon situation of wide open thoracot- 
.omy wounds have led to our development of this 
procedure. Any drain which is used in the chest, in 
our opinion, should be marked so that x-ray film 
will reveal it as a foreign body in the chest cavity. 
The chest cavity is a large enough space so that it is 
entirely possible that a drain the size of a Penrose 
could be “‘lost’” as it were, inside this space. In this 
event the drain could only be found either through 
exploratory operation, or by x-ray examination in 
case it has been marked. We have contacted several 
medical supply houses and have been unable to obtain 
any such drain which is marked for x-ray visualiza- 


Figure 1. Case of Obstructive Jaundice Catheter 
through C.B.D. and into duodenum. Arrow points at 
“Marked Penrose Drain.” 
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_ Figure 2. “Marked Penrose Drain” on wooden dowels 
used for sewing marking material through drain. 


tion, One company stated that they were working 
on this problem. 


First Tried Sponges 


We first tried threading the marking tape from 
sponges used in surgery through a Penrose drain 
using a curved cutting needle, and this worked very 
well. But, in considering the expense of this pro- 
cedure, we decided to try other materials. No suture 
material except steel and vitalium would show on 
x-ray plate. So these were abandoned. It was found 
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that rubber bands would show fairly well on the 
x-ray film. So, at the present time these small rubber 
bands are used for marking the Penrose drains. 
Rubber bands are vulcanized (process by which sul- 
fur is added to raw rubber with the addition of 
heat). Also, lamp black (soot) is added. This con- 
tains carbon which may be the element which causes 
rubber bands to be radiopaque on x-ray film. It is 
this fact of radiopacity combined with the low cost 
of the rubber bands and the elasticity plus the ability 
to be sterilized that was the reason for their selection 
to mark these Penrose drains. 


This consists of two round dowel-like pieces of wood 
about sixteen inches long. These are selected so that 
their combined size will allow a Penrose drain to be 
passed over the dowels. These two pieces of wood are 
fastened together with screws, side by side. The Pen- 
rose drain is passed over the wood pieces, and the 
marking material, the rubber band in this case, is 
threaded on a small cutting needle of proper size 
and sewed through the drain in the groove between 
the two wooden dowels. This procedure has worked 
out very well in our institution, and at the present 
time all similar drains used in surgery are marked 


Threading Arrangement in this fashion. 


We also developed a simple arrangement for 
threading the marking material through the drain. 


State Sanatorium of Tuberculosis 
Norton, Kansas 


Doctor Public Relations 


Have the people of America really changed their attitude toward their doctor? The 
doctor of a few generations ago certainly was a revered and respected person, Judging 
from the tone of many magazine and newspaper articles, this is no longer true. It seems 
that anti-doctor literature is very popular with the press and that people really want to 
read it. Lambasting doctors and their attitudes and their fees has become a frequent 
pastime of some metropolitan newspaper writers. When circulation slumps, a series of 
articles critizing organized medicine would appear to be a good remedy. This is apparently 
true with the popular magazines also. 

Is this done because the readers wish to see their physicians placed in such poor 
perspective? The best that we seem to be able to do in the press is to make occasional, 
feeble and belated denials of charges that are untrue. If the press does express the attitude 
of the people, then physicians everywhere should do some serious self-examination. 

Certainly the failure to maintain esteem does not arise from the lack of excellence of 
medical care. This is, today, better than it has ever been and patients know it. The 
dissatisfaction, then, must lie elsewhere, and perhaps we have not far to look to find it. 

In recent years the development and extensive use of specific drugs have shortened, 
simplified, and, in some cases, eliminated diagnosis. The greater employment of labora- 
tories and diagnostic machines has gone a long way toward seeming to eliminate the 
doctor. The use of machines and drugs is not a reversible process, nor would we want 
it to be. However, it does result in some feeling by the patient that it is not entirely the 
doctor who is helping him. 

Overspecialization has also aroused the irritation of the public. “Nowadays,” the 
patient complains, “I have to sit down and figure out for myself whether I need a chest 
man, a bone man, a heart man, a stomach man, or some kind of a man I’ve never even 
heard of, and then when I do decide, I don’t know where to find him.” So he settles for 
going to a clinic where he is certainly not treated as an individual but feels that at some 
point in the series of doctors he sees he’ll encounter the one who goes with his ailment. 

There are no ready answers to the problem, but it seems clear that we, the doctors, 
should make an extra effort to show interest in the patient as an individual and let him 
know that mechanization and specialization have not basically changed us. In addition, a 
well-planned constructive public presentation of the doctor’s case should be made.— 
“Westchester (N. Y.) Medical Bulletin. 
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Cardiac Resuscitation 


Part I—Etiology, Incidence, and Diagnosis of Arrest 


ALFRED M. TOCKER, M.D.; VAN S. PARMLEY, M.D.; 
AGUSTIN ARBULU, M.D.; H. M. HOLLADAY, M.D.; and 


IRENE GLEICHMAN, R.N.; Wichita 


Replies received during a recent survey of Kansas 
hospitals with reference to cardiac arrest cases indi- 
cate that within the past five years this catastrophe 
has been experienced by 89 per cent of hospitals with 
more than 100 beds, half of hospitals with 50 to 100 
beds, and a third of hospitals with less than 50 beds 
(Table I). Furthermore, more cardiac arrest cases 
were reported within the past year than during any 
preceding year. Many successful resuscitations were 
reported. The results in such cases in Wichita during 
the past four years are set out in Table II (in Part II 
in the November issue). 

Cardiac arrest may be defined as cardiac asystole 
or ventricular fibrillation and is incompatible with 
life. It has occurred in practically every hospital 
where major surgery is performed. As indicated by 
this survey of Kansas hospitals, the greater the num- 
ber of beds and the larger the surgical service, the 
more likely the occurrence of this catastrophe. Its 
occurrence presents an emergency (and not a hopeless 
situation) for which there is accepted and effective 
treatment. 

The self-contained attitude that this will not 
happen to one is unfortunate and broods a dangerous 
situation of unpreparedness. No longer should per- 
formance of cardiac massage for cardiac arrest be 
considered an act above and beyond the line of duty 
of the surgeon. Just as every doctor is expected to 
treat insulin shock in a known diabetic with glucose, 
so, in our opinion, every surgeon should be prepared 
to treat cardiac arrest by cardiac massage. 

Just as every hospital is equipped with fire extin- 
guishers, so, in our opinion, every operating room 
should be equipped with a cardiac defibrillator. 
Other apparatus—such as cardiac pacemakers and 
monitors—are rapidly gaining acceptance. There is 
no good substitute for this apparatus when it is 
needed, however seldom that may be. No longer 


From the Departments of Surgery of the Veterans Ad- 
ministration, Wesley, St. Francis, and St. Joseph Hospitals 
and the Department of Anesthesia of Wesley Hospital, 
Wichita, Kansas. This study was supported by grants from 
the Leo McGuire Research Fund and The Sedgwick County 
Chapter of the Kansas Division of The American Heart As- 
sociation. 


should we boast of improvising a defibrillator with the 
exposed wires of a light cord. We feel no operating 
or recovery room should be considered fully equipped, 
in justice to the patient, unless such apparatus is on 
hand. The apparatus must also be available in other 
parts of the hospital, such as the emergency room. 
The staffs of many hospitals wisely review at least 
once annually treatment of cardiac arrest. Provision is 
made to have the necessary equipment checked and 
in working order at all times, with properly marked 
brief instructions. In a number of the largest cities, 


With the development and acceptance 
by the profession of a highly success- 
ful means of cardiac resuscitation when 
properly carried out, the authors raise 
the question of the moral, professional, 
and legal obligations of physicians and 
hospitals in the treatment of cardiac ar- 
rest. The Sedgwick County Chapter of 
the Kansas Division of the American 
Heart Association is sponsoring a prac- 
tice demonstration course, available to 
hospital staffs upon request, to enable 
surgeons to master the technic of cardiac 
massage on experimental animals. 


such as Cleveland and Los Angeles, the local heart 
associations have undertaken a campaign of educa- 
tion in this field. In Wichita The Sedgwick County 
Chapter of the Kansas Division of The American 
Heart Association is supporting a program of re- 
peated demonstrations of the technique of cardiac 
massage which permits each physician to practice on 
an experimental animal until he masters the techinque 
effectively. This demonstration practice course is 
available to all hospital staffs upon request. 


Incidence 


Generally Speaking, Cardiac Arrest 
Is a Common Daily Occurrence 


It has been estimated that this catastrophe occurs 
as many as 10,000 times annually in this country, 
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varying from one per 696 to one per 24,000 opera- 
tions. It is difficult to determine statistically the oc- 
currence of cardiac arrest, as numerous cases occur 
which are never reported as such. For example, it is 
probable that many of the sudden deaths which 
occur in dental offices which are attributed to heart 
attacks are in reality cases of cardiac arrest. Few hos- 
pitals in which major surgery is performed routinely, 
even in moderate volume, deny experience with this 
catastrophe. In this respect, Kansas hospitals are no 
exceptions. Although cardiac arrest may occur un- 
expectedly in any and all cases, minor or major, it 
is more likely to occur during extensive and pro- 
longed procedures and occurs more commonly during 
operations on the heart and other mediastinal struc- 
tures, great vessels, throat, and neck. 


Etiology 


The Common Denominator in Most Cases 
Of Cardiac Arrest Is Hypoxia 


Cardiac arrest may be defined as sudden cessation 
of cardiac function from the effects of anesthesia or 
surgical manipulation. It may result from pacemaker 
failure or the disruption of the electrodynamics of 
the cardiac cycle. The causes fall primarily into two 
major categories—the patient's intrinsic disease and 
the medical and surgical technics. Some of the many 
factors contributing to cardiac arrest are set out under 
Table Ia. While all do not concur, it is generally 
accepted that the “common denominator” in most 
cases of cardiac arrest is hypoxia. This may be res pir- 
atory (inadequate oxygen in the anesthetic mixture, 
obstruction in the tracheo-bronchial tree, or a barrier 
at the alveolar :nembrane preventing the oxygen 
from reaching the blood stream) or circulatory 
(shock, blood volume loss, or cardiac rhythm dis- 
turbances). Types of hypoxia may be classified as 
follows: 

1) Anoxic, due to respiratory obstruction, low 
inspiratory oxygen level, or hypoventilation. 

2) Anemic, due to hemorrhage or anemia. 

3) Stagnant, due to shock, cardiac inefficiency, 
hypotensive drugs or spinal anesthesia. 
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TABLE Ia 


FACTORS CONTRIBUTING TO CARDIAC 
ARREST 


HYPOXIA JRespiratory 
Circulatory 

Respiratory acidosis (Hypercapnea ) 

Increased amount of CO, in lungs and hence 
in circulation. 

Electrolyte imbalance. 

Blood volume loss, shock, anemia. 

Anesthetics and anesthetic technics. 

Drugs (overdosage and inadequate dosage). 

Underlying cardiac disease occurring at time of 
operation (coronary occlusion), or existing 
prior to operation. 

Cardiac rhythm disturbances (ventricular fibril- 
lation). 

Abnormal pulmonary function. 

(Decreased vital capacity, pulmonary disease). 

Direct or reflex parasympathetic (vagus nerve) 
stimulation. 

Sympathetic stimulation. 

Poor state of nutrition. 

Anxiety. 

Abnormal body temperature. (Elevated tempera- 
‘ture or hypothermia). 

Trauma and effects of operation resulting from 
manipulations and disturbances of respiratory 
or cardiac structures. 

Errors in judgment. 

Unknown. 


TABLE I 


KANSAS HOSPITALS HAVING CARDIAC 
ARREST CASES WITHIN PAST FIVE YEARS 


Hospitals with 100 or more beds ........ 89% 
(19 of 33 hospitals replying) 

Hospitals with 50 to 100 beds ........... 50% 
(24 of 33 hospitals replying) 

Hospitals with less than 50 beds .......... 33% 


(70 of 104 hospitals replying) 


4) Histotoxic, due to overdosage of anesthet- 
ics. 
5) Metabolic, due to high oxygen demand. 


Prevention 


More Important Than Treatment 
Is Prevention of Cardiac Arrest 


A study of the etiological factors of cardiac arrest 
leads to the conclusion that in almost every case the 
catastrophe is preventable. Careful attention to, and 
avoidance and correction of, contributing factors set 
out under Table Ia from medical, surgical, and an- 
esthetic standpoints are essential. 

Impending cardiac arrest detected clinically, by 
attached cardiac monitors, or by electrocardiography 
permits steps to be taken to prevent its occurrence. 


Diagnosis 
DIAGNOSIS: ABSENT PULSE, Absent 
Blood Pressure, Absent Arterial Bleeding, 
and Impalpable Heartbeat 
Failure to feel the carotid pulse or get a blood 


pressure is sufficient justification on the part of the 
anesthetist to sound the alarm. An absent pulse in 
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CARDIAC RESUSCITATION SET-UP 
INSTRUMENTS 


Long No. 3 scalpel with No. 10 blade attached 
Rib spreaders: 
Adults—Finochietto 
Children—Tuffier 
Infants—Special infant rib retractor or may use 
thyroid retractor 
Rib shears 
Bethune rib shears 
Long Mayo-type scissors 
Hemostats (3) 
Schnidt tonsil hemostats (2) 
Tissue forceps (with and without teeth)—reg- 
ular and long lengths 
Syringes—10 cc (4) 
3” Needles (No. 22) 
Medicine Glasses (4) 
4” x 4” sponges 
Sterile defibrillator electrodes 


CARDIAC RESUSCITATION SET-UP 
EQUIPMENT FOR ANESTHETIST 
Oxygen 
Selection of masks (with breathing bag) 
or, preferably, AMBU resuscitator breathing 
bag and masks 
Laryngoscopes 
Wis-Foregger blades No. 1, No. 2 and No. 3 
with interchangeabie Foregger handle 
Endotracheal tubes (with set of adapters) 
For Adults: cuffed No. 30, No. 34 and No. 38 
For Children: No. 14, No. 18, No. 22 and No. 26 
Suction apparatus 
Connectors 
Lubricant 


itself is diagnostic, supported by absent blood pres- 
sure, absent arterial bleeding, and impalpable heart 
beat. 

Cardiac monitors are now available which give 
visual and audible warning of impending or actual 
cardiac arrest and ventricular fibrillation and even 
automatically initiate treatment by external stimula- 
tion the instant cardiac arrest or threatening cardiac 
arrhythmias occur. 


Cardiac Resuscitation Set-Up* 


The only instrument required by the surgeon 
for starting treatment of cardiac arrest is a 


SCALPEL 


A cardiac resuscitation set-up should be available 
for emergency use at all times. Actually, the surgeon 
should start treatment by opening the chest and 
massaging the heart immediately without waiting 
for this special equipment. He should do this without 
waiting for any action on the part of the anesthetist, 
as some oxygen is present in the stagnated blood. 
Under the worst of circumstances, mouth-to-mouth 
breathing can be used,** but in the operating room 
the anesthetist can usually assure a clear airway and 
oxygenate the patient with a mask, if necessary in- 
tubating him as soon as he is well oxygenated in 
this manner. 

The emergency cardiac resuscitation set-up, which 


* By combining the cardiac resuscitation set-up with in- 
struments for emergency tracheotomy, an excellent emergen- 
cy “crash cart’ is available for use throughout the hospital. 

** Johnson & Johnson Corp. have recently placed on the 
market a simple, efficient, reasonably priced, and approved, 
Safor airway known as a Resusitube® airway for mouth-to- 
mouth breathing. We feel this apparatus should be avail- 
able in every emergency set-up outside of the operating 


room. 


should be on a mobile cart for immediate movement 
to any part of the hospital, consists of (1) instru- 
ments, (2) drugs, and (3) special apparatus (in par- 
ticular, a ventricular defibrillator). Equipment for 
the anesthetist should also be available in set-ups to 
be used outside the operating rooms (emergency 
rooms, post-anesthetic recovery units, etc.). 


Surgical Instruments 


A suggested instrument set-up is listed below. We 
feel it wise vot to include articles necessary for closure 
of the chest to remind the surgeon that he should 
not be in too great a hurry to close the chest once 
the heart beat has returned, but should observe the 
heart for a while. 


EQUIPMENT FOR ANESTHETIST 


Separate set-ups with the necessary equipment for 
the anesthetist must be available on a mobile cart, 
particularly for treatment of cardiac arrest cases in 
areas other than the operating rooms. 

The AMBU resuscitator* breathing bag and 


* Sold by Air Shields, Inc., Hatboro, Pa. 


CARDIAC RESUSCITATION SET-UP 


DRUGS 

Epinephrine HCl 1 cc. Ampuls 
1:1000 

Calcium Chloride 


10% Solution 


10 cc. Ampuls 


Atropine Sulfate 10 cc. Vials 
1/150 Gr. Per cc. 
1:5000 

Levophed Bitartrate 2 cc. Ampuls 
100 Mcg. Base Per cc. 

Isuprel 1 cc. Ampuls 

Procaine HCl 100 cc. Vial 
1% Solution 

Normal Saline 100 cc. Vial 


© 
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For Cardiac Arrest 


Epinephrine HCl 
1:1000 


Calcium Chloride 
10% 


Atropine Sulfate 
(1/150 gr. per cc.) 


Levophed Bitartrate 
(100 mcg. base per cc.) 


Isuprel 
1:5000 (0.2 mg./cc.) 


For Ventricular Fibrillation 
Procaine 


1% 


CARDIAC ARREST DRUG DOSAGE GUIDE 


Instructions 


Dilute to 1:10,000 by adding 9 cc. 
normal saline to 1 cc. 1:1,000 Epi- 
nephrine. 


Inject undiluted or may dilute 
amounts listed up to 10 cc. with 
normal saline. 


Inject undiluted or may dilute 
amounts listed up to 10 cc. with 
normal saline. 


Inject undiluted. 


Dilute to 1:50,000 by adding 9 cc. 
normal saline to 1 cc. 1:5000 so- 
lution. 


For intracardiac injection in dos- 
ages listed or use topically on 
heart surface. 


Adults Children Infants 

3-5 cc. 1-2 Cc. 1 

3-5 cc. 2-3 CC. 

114 ce. Yy ce. 
(1/50 gr.) (1/100 gr.) (1/300 gr.) 
Y, to cc. Y ce. ce. 

ce. VY, cc. 

5-10 cc. 3-5 Cc. 1-2 cc. 


All Above Dosages May Be Injected Repeatedly as Indicated 


masks, made in Denmark, make possible immediate 
application of positive pressure using room air, and 
oxygen may be connected to the apparatus when avail- 
able. We feel this is valuable and important equip- 
ment for emergencies. 

DRUGS 


A limited selection of drugs for treatment of car- 
diac arrest must be included in every cardiac resuscita- 
tion set-up. Epinephrine HCl, calcium chloride, and 
atrophine sulfate are the three basic drugs which 
have stood the test of time. Levophed bitartrate 
(l-norepinephrine) and Isuprel® are valuable addi- 
tions. Inclusion of a vast array of drugs is unneces- 
sary and confusing. Drugs to be available on the 
cardiac resuscitation tray are set out below, utilizing 
the ordinarily available strengths. Two or three am- 
puls or vials of each drug should be included to allow 
for breakage, spillage, etc. Normal saline must be 
available for dilution, 

Other drugs (Hydro-Cortisone, the vasopressors, 
caffeine, quinidine, Cedilanid®, etc.) are useful, par- 
ticularly after the heart beat has returned. 

During the tense and dramatic period of cardiac 
resuscitation, the surgeon, who may seldom use these 
drugs, may have difficulty determining the desired 
dosages. Indeed, a review of the literature will reveal 
that there is little agreement as to exact dosage. 
Therefore, a dosage card should be part of the cardiac 


resuscitation drug set-up to serve as a guide in de- 
termining the amounts to be injected. It is desirable 
to inject a sufficient amount of a drug to obtain the 
desired effects, and avoid the harmful undesirable 
effects of the medication. The response and failure 
of response of the heart and the recurrence of cardiac 
arrest after some encouraging response to resuscitation 
efforts must be considered in determining dosages in 
each individual case, and repeated injections are often 
indicated. The card illustrated below is recommended 
as a guide to be included in every cardiac resuscitation 
drug set-up. 


DEFIBRILLATORS, PACEMAKERS, ETC. 


There is no satisfactory substitute for electro-shock 
in the treatment of ventricular fibrillation. There- 
fore, a ventricular defibrillator is a must in all car- 
diac resuscitation set-ups. The defibrillator electrodes 
are included in the emergency instrument set-up— 
sterile and ready for use. All apparatus must be 
checked at frequent intervals to make certain it is in 
working order. Extra fuses must be on hand unless 
the defibrillator has a circuit breaker. 

Cardiac pacemakers are rapidly gaining acceptance. 
This and other apparatus are discussed under the sec- 
tion on “Special Apparatus.” 

(Part II of Dr. Tocker’s article will be in the 
November issue of the JOURNAL.) 
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THESIS 


ARTHUR HALLIDAY, M.D., San Francisco 


Definition 


Osteoporosis is a disease of bone in which, through 
a metabolic defect, there is demineralization of the 
bony skeleton. Although clinically and radiologically 
attention is usually focused on the spine and long 
bones of the lower extremity, it is now generally 
agreed that osteoporosis is, indeed, a systemic disease 
of living bone tissue.*!,?8 In this disease the pro- 
tein matrix of the bone is progressively depleted. 
While the matrix that remains is calcified normally, 
the porotic bone becomes structurally weak and likely 
to fail under load. 


Classification 


The emphasis in this paper is on the so-called 
senile and post-menopausal osteoporosis (differentia- 
tion between the two being difficult in many cases). 
The various conditions listed in this classification— 
modified after Albright and Reifenstein‘—will be 
mentioned briefly in the section on etiology. 


Etiology 


Although the etiology of osteoporosis is not com- 
pletely understood, it is now generally agreed that 
the primary defect is a deficiency of bone matrix 
which, in turn, is due to a deficiency of osteoblastic 
activity.4; 27 According to Albright and Reifenstein 
there are two major processes in bone formation: a 


This is one of a.group of theses written by fourth year 
students at the University of Kansas School of Medicine, 
selected for publication by the Editorial Board from a group 
judged to be the best by the faculty at the school. Dr. Hal- 
liday is now at the University of California Hospital, San 
Francisco, California. 
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Bone Disease—Osteoporosis 


biologic step of bone matrix production and a phys- 
ical-chemical step of mineralization of the newly 
formed matrix. A defect in either of these two process- 
es may give rise to a specific group of bone disorders. 
If mineralization of the matrix is somehow impeded 
the melacic group (osteomalacia) of disorders de- 
velops. Likewise, if the biologic step is blocked and 
there is a failure to produce or maintain an adequate 
amount of calcifiable matrix, the porotic group (os- 
teoporosis) results. Presumably, in osteoporosis the 
processes of mineralization are normal, since the bone 
that is present contains a normal amount of calcium 


CLASSIFICATION OF OSTEOPOROSIS 


I. Defect in Osteoblastic Activity. 
A. Osteoporosis associated with disuse atrophy. 
B. Estrogen deficiency. 
1. Post-menopausal osteoporosis. 
2. Congenital hypoestrinism (ovarian agen- 
esis ). 
C. Congenital osteoblastic defect (osteogenesis 
imperfecta ). 
II. Defect in Bone Matrix. 
A. Androgen deficiency. 
1. Eunuchoidism. 
2. Senile osteoporosis. 
B. Protein deficiency. 
1. Malnutrition. 
. Hypovitaminosis C. 
. Cushing’s Syndrome. 
. Cortisone and ACTH therapy. 
. Acromegaly. 
. Thyrotoxicosis. 
7. Diabetes. 
III. Idiopathic Osteoporosis. 
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salts. Bone resorption exceeds bone formation because 
insufficient or qualitatively inadequate osteoid is be- 
ing produced. During the process of demineralization 
bone matrix is so changed that it is no longer calcifi- 
able, and the old osteoid must be removed and new 
material laid down before mineralization can again 
take place. The multinucleated osteoclast is generally 
believed to effect the removal of old osteoid, though 
the osteoblasts may participate in this function.1% 
Mineral changes in bone are relatively passive process- 
es, secondary to the metabolism and laying down of 
new, calcifiable matrix.27 

Parathyroid activity, which governs chiefly the 
physical-chemical phase of bone metabolism, is nor- 
mal is osteoporosis. Thus, our attention is directed 
toward the biologic or cellular phase of bone metab- 
olism and to the factors which are known to partici- 
pate in the production and maintenance of bone mat- 
rix. 


Bone Matrix Production 


1) Congenital defects. In osteogenesis imperfecta 
there appears to be a generalized disorder of mesen- 
chymal tissue, and although the osteoblasts are pres- 
ent in normal numbers they form deficient amounts 
of extracellular substance and hence produce too 
little bone matrix.1® 

2) Stress and strain. Probably the most important 
stimulus to osteoblastic activity is stress on the skel- 
etal system. Immobilization of all or any part of the 
skeleton immediately results in a decrease in osteo- 
blastic activity. Since bone resorption continues at a 
normal rate, the result is negative calcium balance, 
and if the process is allowed to continue for extended 
periods of time, ultimately osteoporosis results. Thus, 
osteoporotic bone is demonstrable in an extremity 
immobilized by a cast, in paralyzed extremities, and 
in patients who have been on prolonged bed rest for 
any cause. Diminished physical activity and loss of 
muscle strength are undoubtedly important contribut- 
ing factors in the development of osteoporosis in the 
elderly. 

3) Nutrition. The role of dietary deficiencies in 
senile osteoporosis has not yet been established. There 
seem to be two possible answers.* 

(a) Absorption of increased amounts of calcium 
and phosphorus in the diet may slow down the proc- 
ess of bone resorption. This theory would seemingly 
be supported by the observation that calcium and 
phosphorus-rich diets may be beneficial to patients 
with osteoporosis and also that such diets inhibit the 
decalcification seen in hyperparathyroidism. Although 
it has been stated that osteoporosis occurs more fre- 
quently among food fadists on low calcium diets,?5 
others doubt the importance of calcium and phos- 
phorus in the diet in the production of the disease. 
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(b) A deficiency of dietary protein may result in 
a difficulty in the formation of new osteoid by the 
osteoblasts simply on the basis of a lack of building 
materials. It is possible that some of the bone defects 
attributed to lack of dietary calcium and phosphorus 
are actually due to protein starvation. 

4) Vitamins. It is known that activity of the osteo- 
blasts is not normal in scurvy, with resulting defects 
in the formation of bone matrix, dentin, cartilage, 
and all non-epithelial cement substances.§ Although 
frank scurvy is certainly rare, varying degrees of 
hypovitaminosis C theoretically could be a factor 
contributing to the development of osteoporosis. It 
is generally agreed that lack of vitamin D is not a 
factor in the production of osteoporosis.!® 

5) Hormones. 

(a) Estrogens are a powerful stimulus to calcium 
and phosphorous retention in post-menopausal and 
senile osteoporosis.*: 7 Since 99 per cent of the body’s 
calcium is in the bones and teeth it is assumed that 
the calcium retained subsequent to estrogen therapy 
is incorporated into new bone, and symptomatic im- 
provement generally parallels calcium retention.?° 

(b) Although androgens have a profound in- 
fluence on the formation (anabolism) of general 
body protein, it is difficult to estimate the direct 
effect of testosterone on the production of bone mat- 
rix. Deficiency of the male sex hormone is undoubt- 
edly the etiologic agent in the osteoporosis of the 
eunuchoid state, and is probably very important in 
the development of senile osteoporosis. 

(c) Osteoporosis is observed in states of hyper- 
corticism, whether endogenous (Cushing's Syn- 
drome) or exogenous. Cortisone promotes protein 
catabolism and may further depress bone matrix for- 
mation by a direct inhibition of osteoblasts. 

6) Chronic disease states. In uncontrolled diabetes* 
and in hyperthyroidism!* osteoporosis may occur as 
the protein materials essential for bone matrix pro- 
duction are deaminated and degraded to serve as 
sources of energy. This osteoporotic effect is inhib- 
ited or reversed by the administration of estrogens 
and androgens, and it has been suggested that senile 
osteoporosis may be produced by the normal but un- 
opposed output of adrenal steroids. Osteoporosis is 
a common complication of acromegaly. It has been 
suggested that this may be due to mild hyperadreno- 
corticism or hyperthyroidism, or to overproduction of 
growth hormone. 

Lastly, there are some cases of osteoporosis in 
which no likely etiologic agent can be found. It is 
seen occasionally in men following minor trauma and 
in women following an uncomplicated pregnancy.® 
There is some evidence that the height of the serum 
protein level may be a factor in bone formation and 
in osteoporosis. In the last two mentioned situations 
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the serum protein concentrations have been found to 
be low in a surprising number of cases. 

Another possible contributing factor in the de- 
velopment of osteoporosis is a diminished blood 
supply to the skeletal system secondary to atheroscle- 
rosis, although, there is no positive evidence for this 
at the present time. A defect in the absorption of 
nitrogenous products in the gastrointestinal tract has 
likewise been offered as an etiology in osteoporosis, 
and it has been demonstrated that total gastrectomy 
in a dog will result in osteoporosis,* but application 
of this to humans is difficult. 

Osteoporosis in the aged may be considered as 
atrophy of the bones. Just how much of this is due to 
underfunction of the steroid producing glands and 
how much is due to old age per se, are unanswered 
questions. Most of the osteoporosis that is seen is 
probably secondary to disuse, undernutrition, and a 
deficiency of sex hormones. 


Incidence 


It has been stated the osteoporosis is the most wide- 
spread of the metabolic bone diseases,!° and that post- 
menopausal osteoporosis is the commonest form of 
osteoporosis. Between the ages of 40 and 60, four 
times as many women as men have osteoporosis. 
While the severity of osteoporosis is definitely worse 
in women, the condition as it occurs in men is ex- 
actly analogous. Although osteoporosis is considered 
by some to be merely a complication of growing old, 
this is not so as it is not seen universally in the aged. 

Of 660 consecutive patients presenting with patho- 
logic fractures Ghormley, Sutherland, and Pollack 
reported that the diagnosis was in 278 metastatic 
malignancy, in 106 primary malignancy, in 269 be- 
nign lesions, and in 92 the diagnosis was senile osteo- 
porosis. In a survey of 136 elderly patients without 
symptoms referable to the skeletal system, 29 per cent 
of the women and 11 per cent of the men were found 
to have one or more compression fractures of the ver- 
tebrae attributable to osteoporosis.’* Thus, it is a con- 
dition which must be kept in mind in dealing with 
all post-menopausal or elderly patients whether 
symptoms exist or not. 


Morbid Anatomy 


Grossly, osteoporotic bone differs from normal 
bone only in that there is less of it, a point which 
can be established with certainty enly by comparing 
osteoporotic bone sections with similar biopsy or 
autopsy specimens from normal bone. The surfaces 
of osteoporotic bone trabeculae resemble those of 
normal bone in showing osteoblasts at some surfaces 
and osteoclasts at others. It is stated that in situations 
where direct stimulus to osteoblasts is lacking, as may 
be the case in estrogen deficiency, a decreased number 
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of osteoblasts is demonstrable. In osteoporotic bone 
there are no areas of decalcified matrix in the regions 
of osteoclastic activity, and there is not an increased 
amount of uncalcified matrix around the osteoblasts.1® 
The trabeculae in osteoporotic bone are thinner and 
fewer than in normal bone, this being best demon- 
strated by low power examination of the bone sec- 
tions. 


Symptoms 


There is disagreement as to whether osteoporosis 
per se can produce symptoms. There is often much 
discrepancy between the symptoms and _ radiologic 
evidence of bone disease. For instance, severe osteo- 
porosis with multiple fractures may be merely an 
incidental radiologic finding, and conversely, severe 
osteoporosis may be present when radiologic evidence 
is minimal. 

The characteristic symptom with osteoporosis is 
back pain, more often of lower thoracic and upper 
lumbar regions. The pain may be acute or gradually 
progressive, and may be localized or diffuse. The 
classical description is that, after several years of a 
heavy or dragging feeling in the back, some mild 
trauma precipitates acute back pain. The pain may 
radiate to the abdomen, legs, or upward along the 
spine, and is aggravated by physical exertion. Other 
conditions which should alert the physician to the 
possibility of metabolic bone disease are pathologic 
fractures, especially of the neck of the femur, and 
renal calculi. 

It should be noted that much skeletal deformity can 
occur in an asymptomatic patient. This is very im- 
portant and will be discussed later. 


Diagnosis 


Though a definitive diagnosis of osteoporosis can 
be made only by histologic studies, a reasonably cer- 
tain diagnosis can be made clinically from history 
and physical signs as discussed above in conjunction 
with X-ray and blood studies. 

It is estimated that from 10 to 60 per cent of the 
bone calcium must be depleted before it is detectable 
radiologically. The radiologic picture which is usually 
present is bone which appears less dense than normal 
with bone margins by contrast appearing more prom- 
inent that normal. Quite often the so-called ‘“cod- 
fish” vertebrae are present, biconcave vertebrae which 
usually appear wedge-shape with the narrow edge 
anteriorly. Radiolucency is often present in the pelvis, 
ribs, and femurs, but rarely in the skull which helps 
to differentiate osteoporosis from other osteolytic 
lesions. The lamina dura about the teeth is normal, 
which is a further differentiating point. Again, it 
should be remembered that no deformity need be 
present. 
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Since osteoporosis is a disease of tissue metabolism 
rather than of calcium and prosphorus metabolism, 
the serum levels of calcium and phosphorus are 
normal. It should be mentioned that, whereas most 
investigators have reported the concentration of 
serum phosphorus to be normal in osteoporosis, Al- 
bright has noted a slight but significant elevation in 
the level of serum phosphorus which falls with suc- 
cessive treatment. Also, elevated serum phosphorus 
levels have been reported in acromegalic patients, in 
post-menopausal and castrate persons, and in pre- 
adolescent children. 

Although the body is in negative calcium balance 
during the development of osteoporosis, the rate at 
which calcium is being lost from the body is exceed- 
ingly slow and increased amounts of calcium in the 
urine are not demonstrable. In persons with osteo- 
porosis the serum alkaline phosphatase is normal, not 
low as one might first expect. Alkaline phosphatase 
is probably manufactured by osteoblasts and functions 
by increasing the local concentration of inorganic 
phosphorus by its action on organic phosphates. This 
increased concentration of phosphorus permits im- 
mediate precipitation of bone salt into the newly 
formed matrix. The number of osteoblasts present 
is an index of the level of bone production (in the 
absence of liver disease), and the concentration of 
alkaline phosphatase in the blood is a rough index 
of osteoblastic activity. The fact that serum alkaline 
phosphatase is normal in persons with osteoporosis 
again suggests that the decrease in osteoblastic activity 
is exceedingly small relative to continued bone pro- 
duction. An occasional borderline or high value for 
the serum alkaline phosphatase may reflect osteo- 
blastic repair of current fractures. As was stated 
earlier, serum protein levels may be normal or slightly 
low, and it has been postulated that the height of the 
serum proteins may be a factor in the process of bone 
formation, and in the development of osteoporosis. 

Recently a calcium infusion test has been de- 
scribed’? which, although it does not distinguish os- 
teoporosis from all other osteolytic lesions, may be 
useful as an objective measurement of improvement 
during therapy. The procedure consists of feeding 
the patient 150 mgm calcium daily for three days 
prior to, and three days following, the day of the 
test. That day the patient is given 50 cc of 10 per 
cent calcium gluconate (446 mgm of calcium) in 
500 cc of 5 per cent glucose water intravenously 
during a four hour period. The patient’s 24-hour 
urinary calcium is determined on the day prior to 
test day, test day, and the day following test day. 
Persons with osteoporosis will have a decreased util- 
ization of calcium compared to normal persons, and 
this utilization should increase with hormonal treat- 
ment. 

The differential diagnosis of osteoporosis should 
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include osteomalacia, metastatic and primary carci- 
noma, multiple myeloma, hyperparathyroidism, hyper- 
thyroidism, Cushing’s Syndrome, acromegaly, osteo- 
genesis imperfecta, and panhypopituitarism. Most of 
these conditions are easily ruled out, the major difh- 
culty being to differentiate osteoporosis from primary 
or secondary malignancy. 


Treatment 


The osteoporosis associated with conditions such 
as immobilization, congenital hypoestrinism, malnu- 
trition, hypovitaminosis C, Cushing's Syndrome, 
thyrotoxicosis, diabetes, and cortisone or ACTH 
therapy should respond as the respective defect is 
corrected. Senile and post-menopausal osteoporosis 
pose a much more difficult problem. Since there are 
undoubtedly multiple contributing factors in these 
conditions therapy must be directed along several 
lines, and the first of these is nutrition. It is well 
known that the diets of elderly persons are often in- 
adequate. Detailed studies have confirmed the fact 
that protein consumption especially tends to be de- 
ficient, and that the recommended one gram of pro- 
tein per day per kilogram of body weight often is not 
consumed.® In persons with osteoporosis a high pro- 
tein diet alone will result in the retention of signifi- 
cant quantities of potassium, phosphorus, and nitro- 
gen. Such a regimen does not result in significant re- 
tention of calcium, indicating that there may be a 
specific error in protein metabolism in persons with 
osteoporosis, but such a defect has not been demon- 
strated to date. Thus, while a high protein diet is 
necessary, it is not sufficient. An interesting phenom- 
enon in regard to dietary protein, serum protein 
levels, and calcium metabolism is that intravenous 
human albumin will result in positive calcium balance 
in persons with osteoporosis. The calcium retained is 
deposited in bone and persists there after the albumin 
has been degraded. The same amount of albumin 
administered orally produces no calcium retention. 

So far as is known at the present time senile osteo- 
pososis or the osteoporosis of post-menopausal wom- 
en is not caused by inadequate absorption of cal- 
cium or phosphorus via the gastrointestinal tract, and 
high calcium diets are not indicated. Vitamin D is 
often prescribed for osteoporosis in the belief that 
increasing the calcium absorption in the GI tract 
will aid in the formation of new bone. However, 
since vitamin D does not stimulate the osteoblasts to 
form new matrix into which the calcium could be 
deposited, the only result is increased amounts of 
calcium being lost in the urine, increasing the danger 
of renal stones. 

A second important part of the treatment and pre- 
vention of osteoporosis is to keep the patient active. 
One of the most important stimuli to osteoblastic 
production of bone matrix is the stress and strain to 
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the skeletal system produced by ordinary movement, 
and the instant such a stimulus is removed the pro- 
duction of bone matrix begins to diminish. It has 
been stated that the reason people toss and turn dur- 
ing that night is so that the skeleton will still be 
there in the morning. Since the predominant symptom 
of decreased skeletal mass is pain and the major 
danger to persons with osteoporosis is a fracture, 
various means to immobilize the patient are often 
instituted, either to ease the pain caused by movement 
or to protect the patient from a fracture. Nothing 
could be more harmful to the patient, since im- 
mobilization itself aggravates the underlying pa- 
thology and encourages complications. ‘The aim of 
all therapy should be rapid and complete mobiliza- 
tion.” This is especially true in the person who has 
just sustained a fracture. It should be emphasized 
that much deformity can be present in an asympto- 
matic patient, and that the condition is often less 
serious than it appears on the X-ray. Cast immobili- 
zation of a person with collapsed vertebrae to pro- 
tect the spinal cord is not indicated since this com- 
plication is rare. If the patient requires bed rest for 
a time he should be encouraged to move about in bed 
in every way possible, and he should be hurried 
through the process of rehabilitation until he is am- 
bulatory. He should be encouraged continually to 
expand both his physical and intellectual activities. 
During this process it is essential that pain be kept 
to a minimum so that it is never a reason for pro- 
longing immobilization, and it is important that 
opiates be avoided whenever possible. It is a curious 
fact that collapsed vertebrae in the absence of neuro- 
logic deficit are apparently not a serious handicap to 
activity. In effecting rehabilitation of persons with 
osteoporosis a very important tool is psychotherapy, 
since a gradual loss in the will to be active is a com- 
mon feature of senility. 

The third major sphere in the treatment of osteo- 
porosis is the use of hormones. It has been repeatedly 
demonstrated that the benefit obtained from both es- 
trogens and androgens is greater that from either used 
singly, both in men and women, and it is customary 
to use them concomitantly for all persons with senile 
or post-menopausal osteoporosis. Estrogens produce 
a greater effect on calcium retention than androgens, 
but the latter are a stronger stimulus to protein 
anabolism and to bone matrix formation. 

Natural and synthetic estrogens are equally effec- 
tive, and any of the following dosage schedules will 
give approximately the same results: 

(1) Diethylstilbesterol, 0.5 to 1.0 mgm orally, 
per day. If stilbesterol causes nausea (even when 
taken at bedtime), premarin, 1.25 to 2.5 mgm per 
day may be substituted. 

(2) Estrone sulfate, 2.5 to 3.75 mgm orally, per 
day. 
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(3) Estradiol benzoate, 1.66 to 3.32 mgm IM, 
once per week, 

(4) Estradiol dipropionate, 5 mgm IM, once 
per week. 

Apparently no benefit is obtained by increasing 
these doses. The above schedules usually permit sufh- 
cient build-up of endometrium so that bleeding will 
occur when the estrin is withdrawn. The withdrawal 
should be for from seven to ten days every four to 
six weeks in order to avoid excessive uterine bleed- 
ing.* The patient is requested to keep a chart of her 
periods and any irregular bleeding should be investi- 
gated. Periodic vaginal smears should probably be 
taken because of the possibility of a carcinogenic 
stimulus of the estrogens. 

In conjunction with the above, androgens may be 
administered by any of the following schedules: 

(1) Methyltestosterone, 10 to 20 mgm orally, 
per day. 

(2) Testosterone propionate, 10 to 25 mgm IM, 
weekly. 

(3) Testosterone, two 75 mgm pellets implanted 
subcutaneously ever three to four weeks. 

In men the androgens are continued indefinitely 
and the estrogens until side effects (mastodynia, etc.) 
become disturbing. Doses exceeding 300 mgm of 
androgen per month risk virilization of women, and 
increase the problem of salt retention in both sexes. 

Evaluation of therapy for osteoporosis is exceed- 
ingly difhcult, and at best, can be little more than a 
clinical impression. Since osteoporosis is usually evi- 
dent radiologically when therapy is instituted it 
might be hoped that improvement in the condition 
could be documented on serial examination by 
X-rays. This is rarely possible, however, since the 
rate of increased bone formation during therapy is 
very slow. For a skeleton to lose (or regain) 30 per 
cent of its calcium (at an arbitrary rate of 100 mgm 
per day) would take approximately nine years. Re- 
lief of symptoms, when it does occur, is difficult to 
equate with the therapeutic regimen. This should not 
be a deterrent in the treatment of persons as vigor- 
ously and intelligently as is possible in the light of 
available fact and theory, avoiding measures of po- 
tential harm but likewise avoiding the tragedy of 
doing nothing. 

University of California Hospital 
San Francisco, California 
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New Blue Shield Plan 


California’s senior citizens are currently being offered the opportunity to enroll in a 
health plan specifically designed for them by California Physicians’ Service, the Blue 


Shield Plan serving the entire state. 


The new plan, called ““MD-Plan 65,” confines coverage to doctors’ services, such as 
surgery and physician visits at the hospital, home or office. Limited x-ray and laboratory 
benefits are also provided. The plan is being offered on an experimental basis to all 
Californians 65 years of age and older during the month of June. 

The special plan is the result of action taken by the California Medical Association 
last February, calling for “. . . California Physicians’ Service to proceed with all speed 
to develop and actively sell voluntary health plans to further expedite the health care 


of the aging.” 


Physicians of the California Medical Association have approved a special lower 


schedule of fees in order to make the needed benefits to senior citizens available at a 
reasonable cost. The California Blue Shield Plan’s payment (based on these fees), plus 
a nominal co-payment by the member, will be accepted as full payment for contract 
benefits when a single member's income is $3,000 a year, or $4,500 a year for a married 
couple, The full payment feature applies to services rendered by the 14,000 California 
Blue Shield physician members only. 

Monthly rates for the “MD-Plan 65” are $6.90 a month for a man, $7.90 a month 
for a woman. 

In line with the new plan announced by California Physicians’ Service, the National 
Association of Blue Shield Plans reports that almost all of the 65 Blue Shield Plans 
located in the United States are taking steps to provide programs for senior citizens. 
Twenty-one Blue Shield Plans, in addition to California Physician’s Service, have already 
announced that they are enrolling persons past 65 under special contracts designed for 
the aged. 
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Tuberculosis in Kansas 


Committee 
REPORTS 


Part IV—Administrative Procedures Dealing 


With Tuberculosis in Kansas 


FRANK V. SMITH, M.D., Topeka; WILLIAM NICE, M.D., 
Topeka; and JOHN L. MORGAN, M.D., Emporia 


Since there are several agencies with differing re- 
sponsibilities and administrative procedures involved 
in the control of tuberculosis in the state of Kansas, 
it is believed that an outline of the procedures used 
and the services offered by these agencies will be 
helpful to the physician in caring for his patient 
with tuberculosis. The two agencies with the primary 
responsibility for tuberculosis control are the State 
Board of Health and the State Board of Social Wel- 
fare. The University of Kansas Medical Center and 
the Veterans Administration Hospitals also offer 
treatment facilities and participate in tuberculosis 
control measures. The State Vocational Rehabilitation 
Service provides consultation and vocational train- 
ing. The Kansas Tuberculosis and Health Association 
participates in all areas of tuberculosis control as a 
voluntary health organization. 

The primary responsibility for case finding and 
maintaining a tuberculosis case register rests with the 
State Board of Health. To carry out these responsibil- 
ities, the following facilities and procedures have 
been developed. 


This is the last article in a series of four by the Com- 
mittee on Control of Tuberculosis. 
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I. Mobile X-Ray Survey 


Two 70 mm. photofluorographic units are used by 
the State Board of Health in its mobile x-ray surveys. 
The fourth state-wide survey is currently in progress, 


The Kansas Medical Society Commit- 
tee on Control of Tuberculosis during 
this past year has prepared a series of 
four articles intended to orient the prac- 
ticing physician with the current status 
of the diagnosis, treatment, and follow- 
up of patients with tuberculosis. Doctor 
Martin FitzPatrick served as the editor 
of these four articles. They are ap- 
peared in serial form in the Journal fol- 
lowing which they will be bound and 
made available in booklet form to each 
member of the Society. 


and upon its completion future surveys will be con- 
ducted with concentration on areas of high tubercu- 
losis incidence. The current policy is to x-ray adults 
over the age of 20, with particular emphasis of older- 
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age groups. Those under 20 years of age will be 
x-rayed only upon written request by their private 
physician. The films taken by the Mobile X-ray Units 
are processed and interpreted by the State Board of 
Health. Negative interpretations are mailed directly 
to the individual x-rayed, while in a case of suspected 
pulmonary or cardiac pathology, notification is made 
to the physician indicated by each participant. A 
clinical evaluation form is sent with the notification 
to the family physician requesting clinical informa- 
tion on the suspected individual. The completed re- 
ports and miniature films are then filed in Topeka 
and are available for future reference and use by any 
physician in the state. These films may be obtained 
for comparison with other films by letter request to 
the State Board of Health with the understanding 
they will be returned. 


If. Tuberculin Testing Surveys 


Local medical societies are encouraged by the State 
Board of Health to develop tuberculin testing pro- 
grams in their community. Consultation in setting up 
testing programs and the test material (purified pro- 
tein derivative of tuberculin, intermediate strength, 
in packages of ten tests, or 50 test size) is available 
from the Board of Health. 


Ill. Laboratory Facilities 


Facilities of the State Board of Health Laboratory 
are available for doing smears, cultures, sensitivity 
tests, and animal inoculation of secretions for acid- 
fast bacilli. The results of these tests are reported to 
the physician submitting the specimen, and to the 
Division of Preventable Diseases, State Board of 
Health. 


IV. Contact Followup 


A list of contacts of the patient with active tubercu- 
losis is sought by the State Board of Health at the 
time of diagnosis or admission to hospital, and is 
forwarded to the contact’s physician and the local 
Health Department to aid in the evaluation of these 
tuberculosis suspects. It is recommended that contact 
examination consist of tuberculin skin test and chest 
x-ray. 


V. Case Register 


The second major function of the State Board of 
Health, in the control of tuberculosis, is the mainte- 
nance of a case register. All tuberculous individuals 
reported, as required by state law, are listed in this 
register which is kept up-to-date by semi-annual re- 
ports from physicians and hospitals treating tubercu- 
losis patients. Register cards of active cases who have 
been treated to the inactive or arrested state of tuber- 
culosis, and maintain this status for one year, are 
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then placed in an inactive file. There they are avail- 
able should the disease again become active. Clinical 
evaluation forms of suspected cases turned up by the 
photofluorographic unit are routinely cleared through 
the register so as to maintain the register on a current 
status, 

The maintenance of an up-to-date case register is 
of considerable importance in the control of tubercu- 
losis, and is completely dependent upon the active 
participation of the private physician. Forms for the 
reporting of newly-found cases of tuberculosis, and 
for followup examination of known TB cases, are 
available from the State Board of Health, the local 
Health departments, the county health officers, or the 
county or district health nurse. 


VI. Recalcitrant Patient Control 


Recent legislation has empowered the state and 
local health officers to require medical examination 
of individuals suspected of having tuberculosis and 
to require isolation of individuals known to have 
active, communicable tuberculosis. Upon refusal of 
examination or breach of quarantine, the county or 
state health officer may initiate proceedings to obtain 
a court order to force compliance. Under the terms 
of this legislation, an individual in violation of quar- 
antine may be confined to one of the state tubercu- 
losis hospitals under court order until he no longer 
represents a public health hazard. 


VII. Miscellaneous Facilities 


In addition to case finding and case register serv- 
ices, the State Board of Health also offers consultation 
service which consists of chest x-ray interpretation 
and advice concerning therapeutic procedures. Edu- 
cational material, including pamphlets and motion 
pictures, are available from the State Board of Health 
upon request from physicians, nurses, welfare agen- 
cies, school authorities, and volunteer health organ- 
izations. 


STATE DEPARTMENT OF SOCIAL WELFARE 


The State Department of Social Welfare, through 
its Division of Institutional Management, maintains 
and operates two institutions for the diagnosis and 
treatment of tuberculosis. These are the State Sana- 
torium for Tuberculosis at Norton, and the South- 
east Kansas Tuberculosis Hospital at Chanute. The 
hospital at Chanute serves the following counties in 
southeast Kansas: Allen, Anderson, Bourbon, Chau- 
tauqua, Cherokee, Coffey, Crawford, Elk, Greenwood, 
Labette, Linn, Montgomery, Neosho, Wilson, and 
Woodson. The remaining counties in the state are 
served by the sanatorium at Norton. The following 
are the admission procedures dealing with these in- 
stitutions: 
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A. Inpatient Admission. Administrative proce- 
dures are outlined by the General Statutes of Kansas, 
Sec. 76-1510, 76-1510a, and Sec. 65-116e. Briefly 
they are as follows: 

1, Routine Application. Formal application is 
prepared by the physician and the patient, signed 
by both, and forwarded through the county wel- 
fare agency to the hospital. The county welfare 
agency determines residence and obtains social in- 
formation on the patient and his family which is 
forwarded with the application, or follows the 
application, to the hospital. The patient, physician, 
and local health department are then sent the date 
and other information relating to the patient’s 
admission to the hospital. The application form, 
known as IM-3105, may be obtained from the 
county welfare department, the local health de- 
partment, the Division of Institutional Manage- 
ment of the State Department of Social Welfare, 
or the tuberculosis hospitals at Norton, or Chanute. 
Admission to the tuberculosis department at the 
University of Kansas Medical Center may be ac- 
complished by telephoning or writing the chairman 
of the tuberculosis section at the University. 

Admission procedures at the University of Kan- 
sas Medical Center and the Veterans Administra- 
tion Hospitals are essentially the same as for non- 
tuberculosis patients. Arrangements for admission 
may be made by telephone or letter contact with 
the Admissions Office or the Chief of the Pulmo- 
nary Disease Section of the Medical Center, and 
Form 10-P-10 should be completed and forwarded 
to the appropriate Veterans Administration Hos- 
pital for admission to the veterans’ facility. The 
local service representative can supply forms and 
necessary information for Veterans Administra- 
tion Hospital admission. 

2. Emergency Admission. If the admission is 
determined to be an emergency, either on medical 
or public health grounds by the private physician, 
the procedures are as follows: The physician or 
local health department makes specific arrange- 
ments with the tuberculosis hospital by telephone, 
and the formal application is sent in with, or fol- 
lowing, the patient to prevent delay in admission. 

3. Admission by Court Order. In an instance of 
violation of quarantine, a court order may be ob- 
tained by the health officer and forwarded with 
the formal application for admission to the hos- 
pital. Upon receipt of court order, the patient will 
be retained in the institution, by restraint if neces- 
sary, until his disease is brought sufficiently under 
control where it no longer represents a public 
health hazard. 

B. Admission to Outpatient Clinics. Appoint- 
ments are made in the Outpatient Clinics for diag- 
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nostic evaluation of tuberculosis suspects, or followup 
of known tuberculosis patients, on request from 
private physicians or local health officers. No formal 
application is requested, but previous medical records 
and x-rays are usually solicited. 

The tuberculosis hospitals attempt to follow pa- 
tients discharged from the hospital and those seen 
in the Outpatient Clinics in conjunction with the 
private physician. To do this, summaries of hospital- 
ization and outpatient evaluation are sent to the re- 
ferring physician and the state or local health depart- 
ments. Chest x-rays received from private physicians 
or local health departments are interpreted by the 
tuberculosis hospital physicians and reported to the 
private physician, local health department, and State 
Board of Health. 


STATE VOCATIONAL REHABILITATION SERVICE 


Vocational Rehabilitation referrals are usually 
made by the tuberculosis hospital if the patient is in 
need of this service and is a suitable candidate for 
vocational rehabilitation. However, if the patient has 
not been hospitalized, or if the private physician be- 
lieves vocational rehabilitation is indicated, he may 
make the referral by contacting the district vocational 
rehabilitation office nearest his community. 

County tuberculosis clinics are held in Kansas City, 
Wichita, and Topeka. 


Summary 


The control of tuberculosis requires the close co- 
operation of the private physician and the govern- 
mental agencies mentioned above. These briefly out- 
lined administrative procedures are necessary to main- 
tain adequate communication, which is so important 
in dealing with this chronic public health problem. 
The forms used for case reporting, collection of 
followup information, contact examination, obtaining 
clinical data on patients with abnormal PF Unit 
films, and for admission to a tuberculosis hospital, 
have been written so as to take as little as possible 
of the physician's time. It is hoped that this outline 
of services available, and the administrative proced- 
ures needed to obtain these services, will be helpful 
to the physician in private practice as he works with 
the patient with tuberculosis. 


Have You Sent Your 
Gift To The 
A. M. E. F. 
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Maternal Mortality 


The patient was a gravida III, para II who died in a well-equipped, well-staffed general 
hospital in a large city with a certificate diagnosis of intracranial hemorrhage due to thrombo- 
embolus of the left postmeningeal artery due to choriocarcinoma. An autopsy was performed. 

The patient’s obstetrical history was as follows: In 1950 she was delivered of a full-term 
five pound 12 ounce infant after ten hours of labor and a normal postpartum course ensued. 
In 1952 at approximately three months of gestation, a curettage was performed because of a 
hydatidiform mole. Subsequent A-Z tests were negative and a normal menstrual cycle was 
established. In 1954 she was first seen by the attending physician for her third pregnancy. 
She delivered normally at term a six pound, one and one half ounce infant after a four and 
a half hours labor. Her postpartum course was uneventful and she appeared normal at her 
six weeks examination; no menses having occurred at that time. 

She was seen for her regular six-month checkup in 1956. She had a history of consistent 
spotting since her last normal period which had been three months before. On pelvic exami- 
nation the uterus was found to be one and one half times normal size. The right adnexa 
was normal! and the left ovary was 5 cm. in diameter and cystic. A curettage was performed, 
the pathology report giving a diagnosis of secretory endometrium with decidual reaction. 
Colpotomy was performed, and left oophorectomy and partial right oophorectomy were 
carred out. The pathologist reported the tissues as a thecaluteal cyst of the left ovary, and 
follicle cysts of the right and left ovaries. She bled for two weeks postoperatively, but 
stopped by the third week. A frog test at this time was reported as negative. 

Five weeks later the patient reported for examination, having spotted for three weeks pre- 
viously. The uterus seemed slightly enlarged. She was given 50,000 units of aqueous estrogen 
intramuscularly and rechecked in one week at which time the uterus was four times normal 
size. Another curettage was performed and the tissue was reported as early secretory endo- 
metrium and squamous metaplasia of the cervix. 

Under close observation the patient continued to spot and the uterus continued to en- 
large. A hysterectomy was performed four weeks later. A preoperative specimen for a 
quantitative A-Z test was lost but postoperatively the test was negative in 1:100 and 1:1000 
dilutions. A placental polyp was found in the fundus of the uterus. Two weeks later an 
X-ray of the chest disclosed a metastatic process; embryonic in type. 

Two months later the patient suddenly experienced syncope. No positive neurologic find- 
ings were noted. A Friedman test was positive undiluted and in 1:10 dilution. The patient 
was seen by various consultants. A glucose tolerance test showed a diabetic curve. Arterio- 
grams, electroencephalograms, and complete neurologic studies were performed. A diagnosis 
of subarachnoid hemorrhage was made. The diagnosis of cerebral metastasis was discarded 
because of the negative pathology at hysterectomy. She recovered and was discharged, but 
was readmitted eight weeks later because of syncope. She died in forty-eight hours after 
readmittance. 

Autopsy diagnosis included choriocarcinoma of the lungs and right cerebral artery with 
encephalomalacia of the right cerebral hemisphere. 


Committee Opinion 


The committee felt that this represented a bizarre and unfortunate chain of circumstances 
in which the course and results were beyond the control of the physician or patient. The 
character of the condition necessitated the assignment as maternal death, but its displace- 
ment from the obstetric event warranted its being considered non-obstetric. 


Classification 


MATERNAL DEATH, NON-OBSTETRIC. 


One of a series of case reports prepared by the Committee on Maternal Welfare to illustrate the 
type of study made in each instance of maternal death in Kansas. 
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Edited by JOHN WARKENTIN, M.D. 


Dr. Boley (Moderator): Our patient today had a 
tumor which is generally considered rather uncom- 
mon but which can have serious consequences for 
the patient. 

Mr. Ross (Medical Student): The patient is a 
49-year-old white woman who was first admitted to 
the hospital in September 1958, upon referral by her 
family physician because of hypertension and kidney 
disease. She had had severe continuous occipital 
headaches for seven or eight days, dyspnea on ex- 
ertion and swelling of the ankles for several years, and 
failing vision for one year. 


Admission Examination 


Physical examination on admission revealed a 
blood pressure of 250 systolic and 150 diastolic. 
Funduscopic examination revealed grade III hyper- 
tensive changes with flame-shaped hemorrhages in 
the retina, The heart was enlarged to the left of the 
mid-clavicular line, but the pulse was regular at 84 
per minute and there were no thrills or murmurs. The 
liver was palpable four fingerbreadths below the right 
costal margin and was firm but non-tender. The re- 
mainder of the physical examination was within 
normal limits. 

Significant laboratory findings included a serum 
calcium ranging from 6.8 to 7.3 mEq/liter and a 
serum phosphorus ranging from 0.8 to 1.1 
mEq/liter. The 24 hour urine excretion of calcium 
was 6.9 mEq. and of phosphorus 46 mEq. in a total 
volume of 1700 ml. of urine. The renal tubular re- 
absorption of phosphorus on two different occasions 
was Calculated to be 43.6 per cent and 40.5 per cent, 
the normal range being 80-90 per cent. The serum 


Cancer teaching activities at the University of Kansas 
Medical Center are aided by grants from the National Can- 
cer Institute, U. S. Public Health Service and from the 
Kansas Division of the American Cancer Society. 
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Functioning Parathyroid Adenoma 


alkaline and acid phosphatases were normal. The 
blood urea nitrogen was 22 mg. per cent and the 
serum creatinine 1.9 mg. per cent. X-ray film revealed 
calcification in the right kidney and two areas of 
calcification in the region of the left ureter. Since the 
x-tay findings indicated the presence of two calculi 
in the left ureter, a left ureterolithotomy was per- 
formed. It was noted at operation that no urine 
drained from the left ureter. The postoperative 
course was satisfactory and she was discharged to 
return at a later date. The clinical diagnosis was prob- 
able hyperparathyroidism with secondary nephro- 
calcinosis. 


Readmittance 


She was readmitted five days ago. In the interval 
since her previous admission she felt well and was 
free of headaches, but was troubled by constipation 
which was not corrected by laxatives. The physical 
examination and laboratory findings were essentially 
unchanged. 

Dr. Boley: Will you tell us what has been done 
for the patient ? 

Mr. Ross: Three days ago she underwent a bilater- 
al exploration of the neck in an attempt to find a par- 
athyroid tumor. When no tumor-was found in the 
neck, the mediastinum was explored.and a large mass 
which was found in its posterior portion was excised. 

Dr. Boley: How does this tumor produce a blood 
pressure.of 250/150? 

Mr. Ross: The hypertension is secondary ye ne- 
phrocalcinosis. 

Dr. Boley: May we see the x-ray. films pledge? 

Dr, Gantioqui: The intravenous pyelogram done 
during the first admission shows normal excretion in 
the right kidney, with a calcific density in its upper 
pole. There is absence of excretion in the left kid- 
ney and two calcific densities are seen in the left 
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pelvic region. Retrograde pyelogram shows that 
these densities are calculi in the ureter. A chest x-ray 
taken before the more recent operation shows a nor- 
mal chest. There is no widening of the mediastinum 
or evidence of tumor. The postoperative portable 
chest film shows widening of the upper mediastinum 
and poor aeration of the lung fields, possibly due to 
atelectasis following the operation. 
Dr. Boley: May we hear from the pathologist ? 


Pathologist’s Report 


Dr. Mantz: The gross specimen consists of a pear- 
shaped mass which measures seven cm. in greatest di- 
ameter and weighs 30 grams. It has a smooth, ob- 
viously encapsulated surface. Its cut surface displays 
mottled, yellow-brown tissue containing numerous ir- 
regular cystic spaces (Figure 1). The tissue is turgid, 
soft, and moist. 

The histologic appearance is quite characteristic of 
a parathyroid adenoma. There are many irregular 
cleft-like spaces between which there are abundant 
clusters of epithelial cells. These show a tendency to 
occur in an acinar pattern as well as irregular cords 
and columns (Figure 2). There is considerable pleo- 


cystic spaces is on the left. 
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morphism present. Much of the tumor is composed of 
clusters of cells with little cytoplasm which represent 
the chief cells, while in other areas the cells have 
abundant pink cytoplasm. The latter represent the 
oxyphilic elements and indicate that some degenera- 
tive changes have occurred. In other areas, the pat- 
tern is the same, but the clusters are composed of 
characteristic water-clear cells showing the character- 
istic alignment of nuclei against the basement mem- 
brane and the abundant water-clear cytoplasm point- 
ing inward into the cell mass. In those cases of so- 
called primary hyperplasia of the parathyroid gland, 
the entire substance of the gland is made up of non- 
neoplastic, water-clear cells identical in appearance 
to this. Another characteristic feature of this tumor, 
and a hang-over from the normal gland, is that of 
thin strands of stroma, each containing tiny capil- 
laries, interspersed between the clusters of tumor 
cells, illustrating the close relationship between ep- 
ithelial elements and blood supply which is a feature 
of endocrine tissue in general, The cystic spaces con- 
sist of blood vessels, lymphatics, or areas of cystic de- 
generation of the stroma. 

The cellular pleomorphism and irregularity of 


Figure 1. External surface of parathyroid adenoma is on the right, and the cut surface revealing the 
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nuclei are no criteria of malignancy since the benign 
adenomas almost always have nuclear variability and 
hyperchromatism. One may get the impression of in- 
vasion within the substance of the tumor itself, but 
again this is not a criterion of malignancy. In fact, 
the diagnosis of parathyroid adenocarcinoma may be 
exceedingly difficult. Fortunately, they represent only 
3 per cent of cases in which primary parathyroid hy- 
peractivity exists. Another feature which may be con- 
fusing to the pathologist in attempting diagnosis by 
frozen section is that the parathyroid adenomas can 
secrete a colloid-like substance and may present an 
appearance not unlike thyroid. 

The large size of this tumor is significant since it is 
a truism that the functioning parathyroid adenomas 
are associated with hypercalcemia in direct relation- 
ship to their size. When the tumor is small, there- 
fore, the clinical syndrome may be obscured by in- 
constancy of elevation of calcuim and depression of 
serum phosphorus. 


Figure 2. Parathyroid adenoma revealing cords of 
pale to granular cells in center of photograph, and a 
surrounding pattern of both acini and solid cords. 
Hematoxylin and eosin. X 157. 
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Figure 3. Note the fibrosis of the marrow space, 
with some osteoblastic reaction in the lower left-hand 
corner and osteoclastic reaction denoted by the multi- 
nucleated giant cells in the lower right-hand corner. 
Hematoxylin and eosin. X 250. 


Three Clinical Manifestations 


Primary parathyroid hyperactivity, whether due to 
hyperplasia, adenoma, or carcinoma may have three 
separate clinical manifestations. The most classical 
manifestation is the type of bone change described 
by von Recklinghausen, but the most common type 
seen in this country is the type with secondary 
nephrocalcinosis and nephrolithiasis that we have 
seen today. Lastly, there is an interlocking group in 
which both bony and renal changes occur. 

The classical change in bone with hyperfunction 
of the parathyroid glands is that of osteoclasia with 
simultaneous osteoblastic repair associated “with fib- 
rosis within the marrow (Figure 3). This‘ is- mani- 
fest radiologically in the early stages as generalized 
osteoporosis. In the more advanced phases turhor-like 
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masses of hemorrhagic fibroblastic tissue incorporat- 
ing numerous multinucleated giant cells appear. 
These are the so-called ‘brown tumors” and are re- 
flected radiographically as cysts. All these alterations 
have been well shown in a number of cases I have 
had the opportunity to study, Fractures which heal 
with great difficulty are prone to occur at such sites 
(Figure 4). 

The histologist frequently finds some necrotic bone 
spicules upon which new osteoid has been deposited 
in an irregular fashion. This may so distort the cal- 


Figure 4. Unhealed fracture through cystic area of 
femur (Lateral and antero-posterior views). 


cium seams as to suggest Paget’s disease. Thin- 
ning of the cortex of long bones is a fairly con- 
stant feature. This is associated with great widening 
of the Haversian canals and results in a moth-eaten 
appearance. Another common feature is that of mi- 
nute infraction of isolated cancellous spicules which 
may result in deposition of focal callus within the 
bone substance. 

Dr. Boley: Dr. Allbritten, may we have your com- 
ments ? 
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Renal Complications 


Dr. Allbritten: As so often happens in cases of hy- 
perparathyroidism, this patient presented with one of 
the complications of the disease, namely a renal com- 
plication. The elevated blood pressure probably is 
secondary to the renal complication. Hyperparathyroid- 
ism is a progressive disease and renal complications 
are progressive and irreversible. It is of considerable 
importance to diagnose and treat the disease without 
delay. The renal function impairment was the most 
formidable aspect of this case, since the patient had 
a non-fanctioning kidney on the left and impaired 
kidney function on the right side. If she had con- 
tinued to live for a few more years with a functioning 
adenoma, she probably would have died in renal 
failure, and may still do so. 

One must remember that the parathyroid glands 
are usually four in number, two usually being situated 
in a superior location near the superior thyroid vessels 
and two in the region of the inferior thyroid vessels. 
They take their origin from the third and fourth 
branchial clefts and this is the reason that occasionally 
there are aberrant parathyroid glands in the med- 
iastinum, since the thymus also takes origin from the 
third branchial cleft. About 20 per cent of para- 
thyroid adenomas are found in an aberrant location, 
and when displaced, they are usually in the anterior 
mediastinum and not infrequently contiguous with 
the thymus. Functioning adenomas can be small and 
extremely hard to find. In this instance, a careful, 
time-consuming exploration of the neck did not dis- 
close the tumor, so the exploration of the medias- 
tinum was undertaken. Removal and examination of 
the residual thymic tissue and careful exploration of 
the anterior mediastium and the right side of the 
mediastinum again disclosed no abnormal tissue, but 
digital examination of the left side of the medias- 
tinum disclosed a protruberant mass high up and 
posteriorly. The tumor received its blood supply from 
the neck, but not from the carotid or inferior thyroid 
artery, as one would expect. The vascular pedicle 
probably arose from the thyro-cervical trunk or per- 
haps from one of the veterbral arteries. 

Postoperatively, the patient presented a number 
of problems. Although her systolic blood pressure 
ranged between 120 and 140, these were hypotensive 
levels for this patient and she required intravenous 
vasopressors for blood pressure maintenance until 
recently. During the first 24 hours, her urine output 
was only 150 ml. and the blood urea nitrogen rose to 
65 mg. per cent and will probably remain elevated 
for some time since her renal function is poor. With- 
in 24 hours after the operation the serum calcium 
dropped to 4.9 mEq/liter and the phosphorus was 
rising. She has, however, shown no signs of hypo- 
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\ Continuation Center and 
Student Union Building 


Executive Director, 
Continuation Center & Student Union Bldg. 
University of Kansas Medical Center 

39th & Rainbow 

Kansas City, Kansas TA 2-5252 Extension 450 


invite you to make use of the facilities of the Continuation Center and 
Student Union Building (The Student Center) at any time you are in the 
Kansas City area—for professional training, for business, for pleasure. 
All-weather tunnels connect all buildings at the University of Kansas Medi- 


cal Center. 

* Studio-type guest rooms with twin * 24-hour desk service 
beds, shower and tub are spacious * Free parking 
and beautifully decorated. * Telephone service 

* Air conditioning Rates: Single $5.50, Double $8.50 


UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


POSTGRADUATE MEDICAL STUDY 


SYMPOSIUM ON GYNECOLOGY SYMPOSIUM ON FRACTURES 
2, November 23 and 24, 1959 
Guest Instructors: 
AXEL N. ARNESON, M.D., Washington University. 


WILLIS E. BROWN, M.D., University of Arkansas. 
EDWIN J. DeCOSTA, M.D., Northwestern University. 


RONALD R. GREENE, M.D., Northwestern University. WILLIAM F. ENNEGING, M.D., University of Florida. 


C. PAUL HODGKINSON, M.D., Henry Ford Hospital. 
HAROLD C. MACK, M.D., Wayne State University. 
ROBERT A. ROSS, M.D., University of pre School, University of Texas. 
HERBERT E. SCHMITZ, M.D., Strit Medicine, 

— JACOB KULOWSKI, M.D., St. Joseph, Me. 


Fee—$45.00. 
SYMPOSIUM ON INTERNAL MEDICINE 
November 16, 17, 18 and 19, 1959 
Guest Instructors: For information, write: 


HUBERT BLOCH, M.D., University of Pittsburgh. 
LEO H. CRIEP, M.D., University of Pittsburgh. 


Fee—$30.00. 


CHARLES F. GREGORY, M.D., Southwestern Medical 


MENARD M. GERTLER, M.D., New York University. DEPARTMENT OF POSTGRADUATE 


JOHN W. GOFMAN, M.D., University of California. 

KENNETH G. KOHLSTAEDT, M.D., Indiana University. MEDICAL EDUCATION 
SHEILA SHERLOCK, M.D., University of London. 

SOL SHERRY, M.D., Washington University. 

DE WITT STETTEN, JR., M.D., National Institutes of Health. University of Kansas Medical Center 


Fee—$60.00. Kansas City 12, Kansas 


\\ 
N= 
Ge 
\ 
AAA. QQ 
Reservations 
KRW 
SY 


Comparison of TENTONE usefulness 


new... highly effective tranquilizer 
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... for extended office practice use 


Striking freedom from organic toxicity, intolerance, or sen- 
sitivity reaction—particularly at low dosage. aa Greater freedom 


from induced depression or drug habituation. <= May be use- 


ful, as with other tranquilizers, to potentiate action. of analgesics, as 


sedatives, narcotics, Facilitates management oi. surgical, 


@bstetric, and other hospitalized patients, Indicated when 
more than a mild sedative effect is desired...and less than psy-_ 


chosis is involved. = Dosage range: In mild to moderate cases: 
from 30 to 100 mg. daily. In moderate io severe cases: from. 75 to 


LEDERLE LABORATORIES, @ Division of AMERICAN 
CYANAMID COMPANY, Pearl River, New York. 
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ALCOHOLISM 


A “SECOND BEST” ARMY FAILS TOTALLY 


And against the main army of alcoholics—those 
whose drinking is a symptom of underlying pathology— 
less than a complete campaign is futile. 


To shorten time, frustration and expense (simple 
efficient management) requires initial institutional care 
of these individuals: 


To stop their ingestion of alcohol; 
To detoxify the system; 


To restore the fluid electrolyte bal- 
ance; 


To detect and correct nutritional 
anomalies peculiar to the individual 
alcoholic; 


To overcome or reduce bodily ailments 
that contribute to the abnormal state 
and, finally 


To develop a program that will aid 
the particular individual in abstain- 
ing from all alcoholic beverages un- 
til death. 


The Ralph Clinic (in its 62nd year) 

THE RALPH CLINIC is in the advance of every phase of 

the treatment of alcoholism. It in- 

529 HIGHLAND AVENUE ¢ KANSAS CITY 6, MISSOURI _vites consultation with you con- 
cerning your patients with prob- 


Telephone VI. 2-3622 lems of excessive drinking. 


(A portfolio 
about the Problem of Alcoholism is available upon request). 
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calcemia or hypoparathyroidism, although this might 
have been expected. 

Dr. Robinson: How do you determine whether a 
patient with hyperparathyroidism is a medical or 
surgical problem and what are the indications for 
exploration ? 

Dr. Allbritten: I don’t know where to draw the 
line. I feel that any patient with evidence of in- 
creased calcium excretion or an elevated serum cal- 
cium and depressed serum phosphorus should be a 
candidate for exploration. Dr. Mantz, you speak of 
hyperplasia of the parathyroid. Do you think this is 
a proven entity? 


Idiopathic Hyperplasia 

Dr. Mantz: I feel quite convinced that there is such 
a thing as primary idiopathic hyperplasia of the para- 
thyroid. These glands are composed of the large 
water-clear cells in a characteristic pattern. They are 
often associated with secondary hyperplasia of re- 
maining glands and usually when hyperplasia occurs 
one finds it in more than one gland so that extensive 
resection should be performed. 

Dr. Boley: Dr. Mantz, how would you treat these 
patients medically ? 

Dr. Mantz: I don’t think there is such a thing as 
a medical treatment for true primary hyperparathy- 
roidism. It seems to me that almost all the patients 
presenting with the signs and symptoms of complica- 
tions of the disease who show hypercalcemia and 
hypophosphatemia invariably have primary parathy- 
roid hyperfunction. In those patients with hyper- 
plasia secondary to fundamental renal disease, med- 


ical or otherwise, parathyroid hyperfunction is sel- 
dom recognized clinically due to the more compelling 
nature of the kidney lesion. 

Dr. Boley: The importance of early diagnosis and 
treatment of primary hyperparathyroidism has been 
stressed. Dr. Mantz has listed three clinical manifesta- 
tions of the disease. To these we could add a fourth, 
namely those cases with signs and symptoms of hyper- 
calcemia per se, but without renal or bone changes. 
A recent review by Bogdonoff et al.! indicates that 
awareness of the possibility of the diagnosis in di- 
verse clinical patterns followed by the appropriate 
blood and urine chemistry studies will reveal a larger 
number of cases than we usually expect. The authors 
point out that, although renal lithiasis remains the 
most common complication of parathyroid hyperfunc- 
tion, a number of other symptoms including neu- 
rologic or mental symptoms, gastrointestinal dis- 
orders, vascular complications, and multiple system 
involvement should also direct our thoughts toward 
that possibility. St. Goar? emphasizes in particular 
that unexplained gastrointestinal symptoms will some- 
times give a clue to the earlier diagnosis of hyper- 
parathyroidism., 

Department of Pathology and Oncology 


University of Kansas Medical Center 
Kansas City 12, Kansas 
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The Art of Consultation 


The art of consultation . . . should not be . . . simply a question of sending a patient 
away for a second opinion; it is the careful selection of the man who, by training and 
by temperament, is the most suitable for the matter in hand. . . . My partner made it 
perfectly plain to all his patients that, if they wished, a consultation would immediately be 
arranged, but also that, if he himself felt the need of a second opinion, no objection 
should be offered. The patient often requested that a particular individual be summoned, 
someone perhaps who had operated on another member of the family, or who had given 
sound advice on a previous occasion; and this request, unless absolutely unsuitable, was 
invariably granted. In this way, I met many physicians and surgeons from hospitals other 
than my own, and I learned a great deal from them, but it was my own surgical master, 
Sir Holburt Waring, who taught me, in a single word, one of the fundamental prin- 


ciples of consultation. Quite recently, I had been his house surgeon, and . . . 


after ten 


days [he said}, ‘Really, Abercrombie, you are the worst house surgeon I've ever had.” 
This formidable being, white-haired and gruff, was called in consultation by my partner, 
when I had been with him only a month or two, and as always I was bidden to attend. In 
giving his opinion, he turned to me and said: “I think, Dr. Abercrombie, if you will do 
so and so. . . .” DOCTOR Abercrombie! Had he really said “Doctor” ? He had! By that 
single word, by that title, he acknowledged, indeed he welcomed, me as his colleague, 
and made it clear that at last we met on level terms. That is as it should be. When a con- 
sultant and a general practitioner meet, no matter how distinguished the one or how 
obscure or diffident the other, they meet on terms of absolute equality——G. F. Aber- 
crombie, V.R.D., M.D., The Art of Consultation, The Practitioner, January, 1959. 
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The President's Message 


Dear Doctor: 


At a recent service club luncheon we were privileged to hear coaches 
from five city high schools talk about their prospective football teams for 
the present season. The tenure of the coaches stretch from the veteran 
of twenty-eight years to the novice, fresh from college, handling his first 
team. 

The comments and lamentations of the coaches would have done justice 
to the moanings of a Bud Wilkinson or the evasiveness of a Casey 
Stengel. After listening to their stories, we came away with a firm 
conviction none of the Kansas City schools would win a game all year; in 
fact, they would be lucky to escape annihilation on the gridiron. 

Through all the studied pessimism there was one theme with which 
we, as doctors, should be concerned. One school with 1,500 students had 
only 48 candidates for their football team. All of the coaches, except 
one, commented on the smallness of their squads and pointed out the large 
attrition rate once the going got a little rough—the beginning of scrimmage 
and blocking drills. 

The explanation offered by three of the coaches was identical—too 
much competition from automobiles and not enough interest by the students 
in competitive sports. They pointed out the lack of physical activity 
indulged in by the great majority of our city high school students— 
even to the point of being driven to and from school, although living 
relatively short distances away. They further charged modern youth is 
being pampered and coddled in many other ways to the detriment of our 
young people. Admittedly the charges of the coaches are true to an extent, 
and their explanations may be correct. But, I for one, do not feel our 
youth is in such a bad way. 

We parents must shoalder some of the blame. Our school system 
cannot escape some justified criticism, but what about the coaches 
themselves? Has their emphasis on winning and concentrating on the 
athletes who can make the team contributed to the thing they decry? 
Would not a strong intramural program build a better competitive spirit, 
encourage wider participation, and thus increase the physical fitness of 
the student body ? 

As doctors, the physical fitness of our children should be of concern to 
us. We all enjoy high school athletics and do not want to see them 
abolished, but some place along the line we seem to be missing 
the boat. You can support and encourage athletics in your community and 
use the great influence you have to guide and direct their course. Your 
high school coach can be a marvelous influence on the youth of your 
city. Your assistance and help in local school athletics will be appreciated 
by the school authorities. You will be enriched and rewarded by your 
association with the young men on your team. 


Fraternally, 


Moun 


President 
PS. 
I bet my team can lick yours. 
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“In preparing this article, I had in view that you did not wish for a plagiarized edition 
of some standard work on obstetrics; neither do you expect anything new or original. I have, 
in view of the foregoing, confined myself to such topics as we are all familiar with, and are 
of daily occurrence in practice. . . . First, as to purging in cases of protracted labor. I have 
several times been called to cases where the patient has been in continuous labor for two 
or three days; where the pains were strong and nothing abnormal; here an ounce of oleum 
ricini has worked charmingly, the medicine and labor striving for precedence. . . . 

“Does quinine provoke labor pains? This question, I think, can now be answered in the 
affirmative, through the concurrent testimony of many observers. I have ceased prescribing 
it to pregnant females with malarial fevers, and diseases having a malarial basis, for the rea- 
son that it has caused miscarriage in a number of instances. I have also seen it of service in 
restoring the catamenia, suppressed from cold or other cause. . . . 

“Chloroform I never administer in ordinary confinements, except at the request of the 
patient. I always give it in versions, and other obstetrical cases, except forceps cases; here I 
prefer the intelligent co-operation of the patient. 

“Speaking of the forceps, I will mention a good rule to observe, and that is, to bring the 
hips of the patient well over the edge of the bed, so that you can depress your forceps and 
push the perineum well back. | remember the case of Mrs. W., of Leavenworth, a primipara, 
who was in labor five days, under the care of two physicians of another pathy. Not wishing 
to be rude, I made an examination, and advised the forceps. I waited in an adjoining room, 
and in about three-quarters of an hour one of the doctors came to inform me that it was 
impossible to apply the forceps, and that it was a case for embryotomy. I had no difficulty 
in delivering, with the forceps, a living child, and certainly was not over ten minutes doing 
it; the other parties had neglected to do as I advise above. . . . 

“I attended Mrs. K., a midwife, during an attack of erysipelas of the face and head. Be- 
fore exfoliation was completed, that is to say, before the skin was quite sound in appearance 
to the eye, she attended five cases of confinement, and in each case puerperal fever resulted. 
I attended three of the cases, of which two died; the other two I did not attend, but followed 
them out, and they died. In all the cases consultation was had. My special object in referring 
to this matter is, to show the contagiousness of erysipelas in the puerperal state, which is 
now generally recognized and admitted. In this instance the patient was discharged as cured, 
and yet contagion followed... . 

“I need hardly say, in conclusion, that it is almost impossible for us on the frontier, to 
furnish food for thought, or enrich our profession by original investigations, or weave fine- 
spun theories. We are expected to excel as physicians and surgeons; to be oculists and aurists, 
and, in short, to be skilled in all the specialties, and know as much and perform what is 
usually divided up among specialists in our large cities. At our annual meetings it is ex- 
pected of us that we furnish an amount of original matter which would be considered ample 
for a lifetime by an European savant. Let us rather strive to render perspicuous our labors 
as practical men.” 

These quotations are taken from the report on Obstetrics, given by C. C. Shoyer, M.D., of 
Leavenworth, at the annual meeting of the Kansas Medical Society, in 1877.—O.R.C. 
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Editorial 
COMMENT 


In a recent letter from the Medical and Chirurgical 
Faculty of the State cf Maryland Dr. Amos R. 
Koontz, chairman of the Committee on Veterans 
Medical Care of that society, retold a story which has 
been discussed around this society for sometime. In 
his letter he was reminding the Society once again, of 
the Veterans Administration infringement on private 
practice. The Medical and Chirurgical Faculty has 
recently undertaken an extensive campaign to make 
the various state medical societies aware of this in- 
fringement. Doctor Koontz has written several edi- 
torials for the Current Medical Digest and was anx- 
ious to enlist the JOURNAL’s assistance in publishing 
an editorial concerning this manner. In his letter he 
stated “We need to hammer constantly if we expect 
to effect any reforms. Remember that the opposition 
is much better organized than we are, and if we ex- 
pect to accomplish anything, it will require a lot of 
work on the part of all of us.” 

In his original article in the Current Medical 
Digest entitled, “Veterans and Patriotism,’ Doctor 
Koontz related, “It is to be expected that there would 
be a higher degree of patriotism among the veterans 
of our wars than among our citizens. Is this correct? 
Let us look into the matter. 

“A little more than a year ago I was invited to make 
the principal address at the opening of a new hospital 
in a small town in Virginia. When the time came for 
my opening ceremonies, my invitation was rescinded. 
I was told by one of the local doctors that the invi- 
tation was withdrawn because the mayor of the town 
had heard that I had written or spoken (I am guilty 
of both) against veterans getting free medical care 
for non-service-connected disabilities. 

“I don’t know whether the service record of the 
mayor was distinguished or undistinguished. That is 
inconsequental. But, as chief executive of his town, 
what kind of an example of citizenship does he show 
if he favors having his fellow citizens pay his medical 
expenses simply because he once happened to wear 
a uniform?” 

Doctor Koontz went on to say, “Unfortunately, 
though, he is representative of many veterans through- 


V. A. vs. Private Practice 


out this nation. A great many have been led to be- 
lieve that because they once wore the uniform, they 
are set apart as a special class of citizens who should 
be accorded special privileges. Do they not realize 
that in war-time everyone cannot wear the uniform, 
and that the work of many of those out of uniform 
is often just as necessary for victory as that of those 
who serve with the Colors ?” 

In discussing the law which now allows non-service- 
connected disability free medical care, he said, “‘Origi- 
nally the law did not allow the veterans with non- 
service-connected disabilities to have free medical 
care. In 1920 a law passed allowing such veterans, 
who were unable to pay the cost for private care, to 
be taken care of in Veterans’ Administration Hospi- 
tals, if there was space available. It is common knowl- 
edge that this privilege has been abused in most 
flagrant fashion. Men driving Cadillac cars have been 
known to drive up to VA Hospitals and claim that 
they were unable to pay for private care. Men have 
been admitted to Veterans Hospitals with thousands 
of dollars in their pockets. This has not always been 
the fault of VA officials because, until recently, they 
had no means of determining whether a veteran was 
unable to afford private care except his own word, 
which had to be taken without question. 

“The taking care of veterans with non-service-con- 
nected disabilities has caused the Empire Builders and 
the VA to clamor for more and more hospitals, even 
when there were plenty of vacant beds in existing 
hospitals. Congressmen anxious for veterans’ votes 
have subserviently voted them.” 

“Now, however,” he continues, ‘‘another element 
has crept into the ever expanding VA hospital system. 
Just after World War II, Dean’s Committees were 
established with the result that VA hospitals and 
medical schools were affiliated with the medical 
schools, and the medical schools furnish consultants 
to assist in the care of the patients. Together with 
this, the residency system has expanded tremendously. 
Now the VA officials openly say that they must have 
non-service-connected disability cases in order to 
maintain their residency training program. I don’t 
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question that, but should these programs be main- 
tained at enormous expense of the American tax- 
payer? We now have a shortage of interns in most 
of our civilian hospitals. If the VA hospitals, which 
now, according to the most reliable information, have 
upwards of 85 per cent of their cases of the non- 
service-connected disabilities, were compelled to take 
patients with only service-connected disabilities, it is 
obvious that most of the hospitals would have to close 
or there would be a consolidation of the hospitals into 
a much smaller number.” 

Doctor Koontz asked if it would not be better to 
eliminate the residency programs in the veterans hos- 
pitals. He says this would not only ease the tax burden 
but would make available more housemen for the 
civilian hospitals. He also says if veterans only re- 
ceived free care for service-connected disabilities from 
the government there would be little excuse for the 
existing number of VA hospitals and clinics. He says, 
“There are many who feel that veterans with service- 
connected disabilities should be taken care of in 
Service hospitals or preferably at their homes on a 
home town care basis. Some schedule of fees such as 
is used by Medicare could be worked out to cover this 
program.” 

This kind of arrangement he feels would benefit 
both the veteran and the cost to the taxpayer. He says 
we now spend a billion dollars yearly on the medical 
care of veterans. (The total V. A. bill is five billion 
dollars.) If the veterans with service-connected disa- 
bilities were cared for on a home town care basis, 
nearly all of these billions could be saved. He further 
comments that the indigent veterans could be taken 
care of locally as other indigents are. 

Doctor Koontz added one further comment at the 
close ef his editorial. He said, ‘Empire Building often 
has funny excuses for its existence. A former chief 
medical officer of the Veterans Administration was 
heard to say that he was in favor of free medical care 
for all veterans and their dependents, as a means of 
combating socialized medicine. Twenty-two million 
veterans and their dependents would mean at least 
half of the population, and socialized medicine would 
be a fait accompli.” 

Doctor Knootz’s point is well taken and is a prob- 
lem in Kansas also. This is something that all doctors 
should consider and be aware of. 


Opportunities in Scouting 


The Executive Office recently received a letter from 
Mr. Ross Beach, Jr., asking the Society’s cooperation 
in making one of Kansas’ great community enter- 
prises more successful. He was referring to the Boy 
Scout program which is serving boys in every county 
of our state. It was thought this might be of interest 
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to many physicians with boys reaching scout age or 
who are participating in the scouting program. 

October 20 marks the kick-off for the co-ordinated 
effort by the seven local councils of the Kansas Boy 
Scouts to raise needed operating funds for 1960. 
There are approximately 55,000 Cub Scouts, Boy 
Scouts and Explorer Scouts in Kansas, with a troup 
in practically every village, town and city of the state. 
The leadership is largely volunteer, supplied by adults 
rendering service of untold value to Kansas youth. 
These volunteers are given guidance by a small group 
of professional scout workers through the Boy Scout 
Council. The operating budget of these seven councils 
for 1960 amounts te $650,000, or about $12.00 per 
scout—a small sum when considered as an invest- 
ment in future good citizenship. An important 
point; less than 1 per cent of this $650,000 will leave 
the state, remaining 99 per cent plus will be devoted 
to character building of Kansas youth. 

These combined operating budgets are financed 
entirely by gifts from the citizens and organizations 
of Kansas. Almost three-fourths of the amounts will 
be raised through Community Chest United Fund 
Drives; the balance, over $150,000, will be raised 
through direct solicitation. 

Many of the organizations and businesses across 
the state are recognizing the value of supporting scout 
activities. Many such supporters can look back on 
their younger days and remember some of the adven- 
tures they had as cub scouts, boy scouts or explorers. 
The Kansas boy scout program is enjoying state- 
wide active participation especially in summer camps 
whose acreage total 2,000 acres and provide recrea- 
tion and outing for more than 11,000 scouts each 
year. 

Many physicians feel that their practice takes them 
away from their families and growing boys. Perhaps 
the boy scout program can provide a means to become 
better aquainted with the youngsters at home. Since 
all of the scout leaders and masters are volunteer 
people who have an interest in the future of the 
young citizens, this may afford an opportunity to en- 
joy some of the fatherly pleasures that a heavy prac- 
tice tries to steal. The boy scouts will be soliciting the 
physicians’ support soon and it was felt the inforrna- 
tion should be passed along. An interest in Scouting 
can be fun. 


Kansas Division to Participate 
In Epidemiologic Study of Cancer 


As reported in the July 11, 1959 issue of the 
Journal of the American Medical Association, the 
American Cancer Society is undertaking a large-scale 
study of cancer in relation to various environmental 
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factors. The plan is to enroll about 500,000 families 
nationwide of which about 15,000 will be enrolled 
in the Kansas Division beginning November 9, 1959. 
Volunteer workers of the Kansas Division will be 
used to enroll families in which there is at least one 
person over the age of 45 and then request every 
member who is over the age of 30 to fill out a ques- 
tionnaire. In order to keep the information con- 
fidential, each subject will put his filled-out question- 
naire in an envelope and seal it before returning it 
to the volunteer for transmittal to the research center. 
Kansas volunteers will not interview the subjects and 
will not see the completed questionnaires. 

The subjects will be followed annually for six 
years to determine which of them die in this interval. 
Causes of death will be ascertained from death cer- 
tificates. When cancer is mentioned on a death certifi- 
cate, the physician who reported it will be requested 
to supply additional medical information (e.g., his- 
tologic type, stage of disease at time of diagnosis, 
etc.). 

According to Lee Marshall, Executive Director of 
the Kansas Division of the American Cancer Society, 
the major purpose of the study is to ascertain the asso- 
ciation, if any, between various environmental factors 
(such as occupational exposures, habits, diet, factors 
related to the breast and female genital organs, etc.) 
and the later occurrence of cancer. It is hoped that 
this will yield clues as to a number of possible causes 
of cancer. 

In addition, Marshall said, it is hoped that the 
study will provide information of value in relation to 
lay education. The subjects are asked detailed ques- 
tions about “present physical complaints’ and the 
answers will be analyzed in relation to cases of can- 
cer diagnosed in the subsequent several months. In 
order to avoid biasing the subjects, questions are 
asked about physical complaints which are probably 
not related to cancer as well as about complaints 
which may be symptomatic of cancer. Assuming, as 
is probable, that positive answers to certain of these 
questions are highly related to the presence of cancer, 
the data should be of value in persuading people with 
such complaints to see their doctor immediately. The 
aim, of course, is to reduce the factor of ‘‘patient 
delay” in the diagnosis of cancer. 


More Beds Needed 


Are our facilities for medical care adequate? More 
hospital beds are required to meet our health needs. 

Number of hospital beds per 1,000 persons in the 
U. S. now averages 7.8 but this number should be in- 
creased to 13.1—an increase of almost 70 per cent— 
to meet the ratio prescribed in the Public Health 
Service Act. In nursing homes close to 3 times as 
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many beds as those currently available are required 
to meet the prescribed ratio, 

Of beds needed, about 42 per cent are earmarked 
for mental hospitals, 37 per cent for general hospitals, 
16 per cent for chronic disease hospitals, and the re- 
mainder for tuberculosis hospitals. 

More physicians will be needed to keep pace with 
our population growth within the next two decades. 
In 1955, there were approximately 132 physicians per 
100,000 persons in this country. It is estimated that 
by 1975 the population will have increased to such 
an extent that the physician-population will drop 
below that for 1955. 

To maintain this ratio, the equivalent of 20 new 
medical schools is needed. “Only in this way can the 
number of new physicians entering practice keep pace 
with expected population growth between 1955 and 
1975.” 

Age and sex both play a role in the number of 
physician visits paid in this country. Women use 
physician services more frequently than men. Also, 
ratio of physician visits is highest for children under 
5 years and for adults of both sexes in the 65-year 
and over age group. 

Most physician visits (approximately 70 per cent) 
involve diagnosis and/or treatment of illness. Of 
such visits, two-thirds are related to chronic and one- 
third. to acute illnesses. Ten per cent of visits are for 
general checkup, 7 per cent for immunization, and 
4 per cent for prenatal and postnatal care. 

How many patients does a doctor see each day? 
The general practitioner carries the heaviest national 
average daily patient load—18.5. The pediatrician has 
the next highest—17.1 Average number of daily 
patient visits for other types of practice includes 13.1 
for E.N.T., 12.7 for obstetrics and/or gynecology, 
and 12.1 for internal medicine. 

The cost of medical care has been increasing sharp- 
ly recently. Last year, the cost of medical care was 
almost 5 per cent higher than in 1957, a percentage 
increase exceeded only by the rise in transportation 
costs. 

There has been a change in the way in which a pa- 
tient’s medical care dollar is spent. The physician’s 
share of the medical care dollar has been declining 
steadily for the past few decades—from 32.6 cents in 
1929 to 24.5 cents in 1957. Contrary to popular be- 
lief, the amount spent on drugs has remained stable 
for this period—at approximately 20.6 cents. How- 
ever, the amount spent on health insurance and hos- 
pital care has practically doubled. 

The number of persons entering hospitals annually 
has increased nearly 150 per cent over the past two 
decades. During this period, length of patients’ stay 
in all types of hospitals decreased 44 per cent. In 
general hospitals alone, length of stay dropped from 
12.6 days to 8.9 days-—a decrease of 29 per cent. 
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No Final Action by Congress 
To Affect Doctors 


Congress this year failed to take final action on 
any legislation of major interest to the medical pro- 
fession except for the annual appropriation for med- 
ical research. 

However, work was started on three measures of 
particular concern to physicians—the Forand, Keogh- 
Simpson and international health research bills. 
Showdown votes on them are probable next year. 
If there are no votes next year, they will die and 
must be reintroduced in 1961 if they are to be 
considered further by Congress. 

The House Ways and Means Committee held 
hearings on the Forand bill, but deferred showdown 
voting on it until next year. The legislation—which 
is vigorously opposed by the medical profession, 
other groups on the health team and the Eisenhower 
Administration—would provide hospital, surgical 
and nursing home care for federal Social Security 
beneficiaries. Social Security taxes would be raised 
to help finance the expensive program. 

The Keogh-Simpson bill, after being approved 
by the House, was left hanging in the Senate Finance 
Committee. The Senate committee held two sets 
of hearings. It could vote early next year on the 
legislation which would grant income tax deferrals 
to physicians and other self-employed persons as an 
incentive to invest in private pension plans. 

Chairman Oren Harris (D., Ark.) postponed 
until next session a vote by the House Commerce 
Committee on the Senate-approved international 
medical research bill because of a backlog of more 
urgent measures requiring committee action this year. 
He said that “a diligent effort’’ would be made dur- 
ing the recess to clarify a number of points at issue 
revealed in testimony before his committee. 

The bill calls for an annual $50 million authoriza- 
tion to finance a new national institute of health to 
foster international medical research programs and 
cooperation. The Administration opposes some of 
its provisions. 


\ Washington 
—€e HIGHLIGHTS 


This summary of Washington news is prepared by the 
A.M.A. Washington Office for distribution to state med- 
ical journals. 


President Eisenhower and Arthur S. Flemming, 
Secretary of Health, Education and Welfare, made 
clear that they didn’t feel bound to spend the addi- 
tional $106 million which Congress voted for med- 
ical research. Congress raised the $294 million re- 
quested by the President to $400 million. 

Mr. Eisenhower expressed concern that Congress 
is going too fast in providing medical research funds 
which are administered by the National Institutes of 
Health. He warned of a danger that the quality of 
research projects might be lowered and that man- 
power and other resources might be diverted from 
“equally vital teaching and medical practice.” 

He directed that every project approved must be 
“of such great promise that its deferment would be 
likely to delay progress in medical discovery.” 

Secretary Flemming said that the President's cri- 
teria would be followed conscientiously. But the 
Secretary gave assurance that the restrictions would 
not be so rigid as to hamper research by denying 
funds for worthwhile projects. 

One of the most important and surprising devel- 
opments during this session of Congress was the 
political power shown by Mr. Eisenhower, a lame- 
duck Republican president, in generally calling the 
shots on legislation although Democrats controlled 
the House and Senate with substantial majorities. 

In his fight against ‘‘big spending” measures spon- 
sored by Democrats, the President effectively used 
his veto power to get the bills more to his liking. 
The Democrats were unable to muster the votes to 
override vetoes of two housing bills. 

A third compromise housing bill retained three 
provisions of interest to the medical profession. One 
would provide Federal Housing Administration loan 
guarantees for building proprietary nursing homes. 
A second would provide FHA loan guarantees and 
direct loans for housing for elderly persons. The 
third would authorize loans for construction of hous- 
ing for interns and nurses. 
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Live Polio Virus Vaccine Soon 


Live polio and virus vaccine may be licensed for 
public use within a year or two. Dr. Leroy E. Bur- 
ney, Surgeon General of the Public Health Service, 
said: 

“If energetic efforts are continued to find answers 
to the remaining technical questions concerning 
safety, effectiveness and manufacturing procedures, 
one or more of the three vaccines now being pro- 
posed may be under production within one to two 
years. 


Transfer of Radiation Health Safety 


Primary responsibility for radiation health safety 
has been transferred from the Atomic Energy Com- 
mission to the Department of Health, Education 
and Welfare. 

Such a shift in responsibility was called for in leg- 
islation pending in Congress but President Eisen- 
hower ordered the transfer without Congressional 
action. 

The President directed HEW to “intensify its 
radiological health efforts and have primary respon- 
sibility . . . for the collation, analysis and interpre- 
tation of data on environmental radiation levels such 
as natural background, radiography, medical and in- 
dustrial uses of isotopes and x-rays and fall-out.” 

HEW Secretary Flemming also was named chair- 
man of a cabinet-level Federal Radiation Council. 


Some Medicare Benefits May Return 


Officers in charge of the Medicare program for 
military dependents were optimistic that certain med- 
ical benefits dropped for economy reasons in Octo- 
ber, 1958, will be restored next January 1. But the 
professional director of the program, Col. Norman E. 
Peatfield, said that the Medicare permit system will 
be retained. 


Notice of Kansas 
Basic Science Board Examination 


The Kansas Board of Basic Science Exam- 
iners will give examinations in the subjects of 
anatomy, bacteriology, chemistry, pathology, 
and physiology on November 6 and 7, 1959, 
in Science Hall, Kansas State College, Pitts- 
burg, Kansas. Satisfactorily completed appli- 
cations for examination should be submitted 
at least 30 days prior to date of examination. 
Application blanks and other information can 
be obtained from L. C. Heckert, Secretary of 
the Kansas Board of Basic Science Examiners, 
Pittsburg, Kansas. 
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Blood Cholesterol Lowered 
With Nicotinic Acid 


Prompt and sustained reduction of blood choles- 
terol levels has been obtained in hypercholesteremic 
patients treated with large doses of nicotinic acid, 
according to Drs. William B. Parsons, Jr., and John 
H. Flinn, of the Department of Internal Medicine, 
Jackson Clinic, Madison, Wisconsin. 

Drs. Parsons and Flinn reported, in a scientific ex- 
hibit at the 108th annual convention of the American 
Medical Association, that nicotinic acid is an effective 
and practical agent for the reduction of elevated levels 
of blood cholesterol, particularly the beta-lipoprotein 
fraction. 

The lowering of blood cholesterol is believed to 
be a factor in preventing or arresting atherosclerosis. 
There is increasing evidence that the occurrence of 
atherosclerosis can be associated with hypercholes- 
teremia and elevated ratios of beta-lipoprotein to 
alpha-lipoprotein cholesterol. 

Forty-four patients were given 3 gm of nicotinic 
acid daily, in divided doses, for a period of 12 weeks, 
after which dosage was tailored to meet the response 
of the individual for 44 weeks. 

After 30 weeks, nicotinamide was substituted for 
nicotinic acid. After 12 weeks with nicotinamide, 
nicotinic acid therapy was resumed in the form of 
capsules containing nicotinic acid supplemented with 
B complex vitamins. B complex is combined with 
nicotinic acid to prevent the vitamin imbalance which 
sometimes occurs when nicotinic acid is administered 
alone. Patients were not under any dietary restrictions, 
with one exception, during the term of treatment. 

The side effects which often occur after ingestion 
of nicotinic acid (flushing and pruritus) were found 
to subside within the first week of therapy in nearly 
all cases. Drs. Parsons and Flinn observed no serious 
toxic effects attributable to nicotinic acid. 

The Wisconsin investigators also pointed out that 
the mechanism by which nicotinic acid produces a 
reduction in cholesterol remains obscure. Significantly, 
they found that the substitution of nicotinamide in 
equal dosage after prolonged nicotinic acid therapy 
was followed with a prompt return of blood choles- 
terol to pretreatment levels in every patient. The ap- 
parent failure of nicotinamide may provide a clue to 
the mechanism of action because of the slight chemi- 
cal differences between the two drugs. 

The physicians stress that study for a much longer 
period (5-10 years) will be required to determine 
whether this form of therapy for hypercholesteremia 
will prevent or retard the progression of atheroscle- 
rosis in humans as it does in laboratory animals. 

This study was supported by grants from the 
National Heart Institute, American Heart Association, 
Wisconsin Heart Association, and Wampole Labora- 
tories. 
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The Business Side 
of Medicine 


Joint Ownership of Property 


FLOYD F. WEHRENBERG, Kansas City, Missouri 


This article is to be the first in a series dealing 
with estate, insurance, investment, and tax problems 
in a general way. They are intended to show the need 
for careful study and planning of the financial affairs 
outside your medical practice. 

Jointly owned property with survivorship rights 
originated in an era much less complex than the pres- 
ent. Generally it was a means by which a small 
amount of property could be transferred to a widow 
with a minimum of cost and inconvenience. For the 
average professional man of today, the advantages 
of such ownership are overshadowed by a great num- 
ber of disadvantages. Because many property owners 
fail to consult legal counsel or from lack of knowl- 
edge or habit, they continue to acquire property in 
joint ownership. 


Advantages of Joint Ownership 


The primary advantage of joint ownership is that 
property so owned passes by law to the survivor, sav- 
ing some of the usual probate and administrative 
costs. Another advantage is that the survivor has 
practically immediate access to the property. Due to 
these advantages such ownership may be desirable for 
certain classes of property. It may offer a simple so- 
lution in the case of the small estate to pass entirely 
to the surviving spouse. In medium to large estates, 
very limited use of joint ownership may be justified. 

One of the disadvantages of joint ownership is that 
it may give rise to a gift tax problem. A gift is gen- 
erally made for tax purposes when a person pur- 
chases property with his funds and places title in 
joint ownership with survivorship rights. This sub- 


Mr. Wehrenberg is Missouri-Kansas manager, Profes- 
sional Management Midwest, 4010 Washington Street, 
Kansas City, Missouri. 
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ject is far too complex to be covered adequately in 
this article, but it does warrant consultation with 
your legal advisor before title is placed in this manner. 
The fact that the parties may be unaware or did not 
intend a gift is immaterial. There are, however, some 
exceptions to this gift rule, such as cash and U. S. 
bonds. Placing either of these in joint ownership 
does not in itself constitute a gift. A gift occurs only 
when such cash or bonds are converted to the donee’s 
personal use. 

Jointly owned property with survivorship rights 
also presents serious estate tax problems. Broadly 
speaking, such property is taxed in the estate of the 
first spouse to die in the same proportion as that 
person contributed to the cost. However, it is assumed 
that the first spouse to die contributed the entire cost 
and the burden of proving that all or part of the cost 
was contributed by the surviving owner is on the 
estate. It must also be established that no part of the 
cost contributed by the survivor was from funds that 
were originally owned by the decedent. 


Above Marital Deduction 


Since all joint property with the right of survivor- 
ship passes outright to the survivor, it is often im- 
possible to use the marital deduction on the most 
favorable basis. For example, if all of a husband's 
estate is jointly owned, more property will pass to 
the wife than will be deductible as a marital de- 
duction in the husband's estate. In this case, joint 
ownership will be responsible for an unnecessarily 
high and burdensome tax upon the subsequent death 
of the wife. The problems of estate taxes, marital 
deductions and control over the ultimate disposition 
of property, all manifest themselves where use of 
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joint ownership with rights of survivorship is made 
without fully investigating the advantages and dis- 
advantages of such ownership. 

Joint ownership with survivorship rights is fully 
justified under proper circumstances, however its 
extensive use will create costly problems. Such owner- 
ship should never be employed without first seeking 
the advice and guidance of an attorney experienced 
in estate planning. 

Subsequent articles will deal with other estate 
planning problems such as the marital deduction and 
life insurance. In the meantime, it could be well 
worth your while to review this matter of joint 
ownership as it affects your particular situation. 


Report New Index System 
For Medical Literature 


CHICAGO—The American Medical Association 
and the United States Public Health Services’ Na- 
tional Library of Medicine in Washington announced 
jointly today that, beginning Jan. 1, 1960, they will 
institute a new program for the indexing of medical 
literature which is estimated at 220,000 articles an- 
nually. 

The new system, which calls for mechanizing the 
composition of the index itself, will not only speed 
up the reference service to physicians, but it will also 
be less costly. 

Dr. F. J. L. Blasingame, executive vice president 
of the American Medical Association, said that this 
new joint effort by a government agency and a pro- 
fessional society is ‘‘a revolutionary step in the speed- 
up of medical communications which, in the end, will 
benefit patients everywhere.” 

Dr. Frank B. Rogers, Washington, D. C., director 
of the National Library of Medicine, which was 
established by Congressional action in 1956, said 
the new operation would “lift scientific and medical 
documentation to new heights of efficiency and use- 
fulness. Physicians will come to know eventually that 
the National Library of Medicine and the American 
Medical Association can jointly perform a real serv- 
ice to all who work close, hands and heart, to the 
problems of disease.” 

Here, briefly, is how the new indexing system will 
work: 

1. The American Medical Association will dis- 
continue publication of its “Quarterly Cumulative In- 
dex Medicus,” compiled by the library staff. This 
Index served as an invaluable aid to physicians, teach- 
ers, editors and writers, students, and libraries since 
it was started in 1916. 

2. The “Current List of Medical Literature,’ pub- 
lished by the National Library of Medicine, will be 
expanded in coverage to include currently published 
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medical periodicals not covered in the past by either 
the National Library or the A.M.A. 

3. Beginning with the issue of January, 1960, the 
“Current List of Medical Literature” will appear in a 
revised format, using improved composition tech- 
niques, and will be renamed “Index Medicus.” The 
new “Index Medicus” will be published monthly by 
the National Library of Medicine and will be avail- 
able on a subscription basis through the Superintend- 
ent of Documents, Government Printing Office. 

4. The A.M.A. will publish annual cumulated 
volumes of the new index, which will be known as 
the ‘““Cumulated Index Medicus,” beginning with the 
volume for the calendar year 1960. The A.M.A. will 
bear the cost of publishing the “Cumulated Index 
Medicus,” independently of the National Library. In 
publishing this index, the A.M.A. will use cumulative 
copy, in the form of film negatives, prepared and 
furnished by the National Library of Medicine. 

Dr. Rogers said the mechanized system will revolve 
around a new type camera (Eastman) which is 
capable of photographing text material at the rate of 
230 cards per minute. The camera not only reduces 
printing costs, he said, but it also speeds up produc- 
tion which is all important because of the pressing 
need by physicians to have notice of current literature 
as quickly as possible. 

Dr. Rogers said that the savings incurred in the 
production operation make it possible to expand cov- 
erage to currently published medical periodicals not 
presently covered by any index. 


Excavations in the old Roman city of Pompeii show 
that the city had a system of pedestrian crossings. 
These consisted of a set of stepping stones which led 
from the footpath to a central street refuge and 
thence on to the opposite footpath. 


Los Angeles is installing 1,500 dual-purpose signs 
which will be fixed to traffic signal lights. In a folded 
position, each sign will only give the name of the 
particular street on which it is situated. But if the 
traffic light fails, the electro-magnetic circuit on the 
hinged street sign is broken and the street sign un- 
folds and becomes a stop sign. 


A rookie policeman, making his first safety talk, 
thought he had his statistics well in hand. ‘The 
death rate per 100 million miles last year,” he said, 
“was 5.1.” Someone in the audience asked him what 
the 5.1 meant. “It means,” was the floundering re- 
ply, “that for every 100 million miles traveled, five 
people were killed and one person is at the point of 
death.” 
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The Department of Medicine of the Menorah 
Medical Center shall hold its annual A. Morris Gins- 
burg Memorial Seminar on November 4 and 5, 1959. 
The guests this year will be Morris Ziff, Ph.D., M.D.., 
Professor of Medicine, University of Texas, South- 
western Medical School. 

All physicians are invited to attend. The general 
subject will concern Rheumatoid Arthritis and the 
Rheumatic Diseases. 


The Part I Examinations of the American Board 
of Obstetrics and Gynecology are to be held in vari- 
ous parts of the United States and Canada, on Fri- 
day, January 16, 1960, at 2:00 p.m. 

Candidates notified of their eligibility to partici- 
pate in Part I must submit their case abstracts within 
thirty days of notification of eligibility. No candidate 
may take the Written Examination unless the case 
abstracts have been received in the office of the Sec- 
retary. 

Current Bulletins outlining present requirements 
may be obtained by writing to the Secretary, Rob- 
ert L. Faulkner, M.D., American Board of Obstet- 
rics and Gynecology, 2105 Adelbert Road, Cleveland 
6, Ohio. 


The next Pan American Medical Association Con- 
gress will meet in Mexico City, May 2 to 11, 1960. 

The scientific program, through its 48 different 
medical sections, will include all branches of med- 
icine and surgery, dentistry, hospital administration, 
and medical education. 

New sections added since the last Pan American 
Medical Association Congress include Space Med- 
icine, Hematology, Cancer Cytology, and a large 
section on General Practice. 

The Congress will also have scientific and com- 
mercial exhibits, medical motion pictures, and closed 
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Announcements 


Professional meetings, conferences, and postgraduate 
courses of national importance are listed for the Doc- 
tor’s CALENDAR. Notice of the session is posted in 
advance to allow the physician time to make prepa- 
rations. 


circuit television demonstrations of new techniques. 
Tours will be arranged to the various medical insti- 
tutions by the Mexican Chapter of PAMA. 


Seven guest speakers will participate in the Fourth 
Annual Clinical Conference, ‘“Tumors of the Head 
and Neck,” to be held November 13 and 14, 1959. 
Sponsors of the Conference are The University of 
Texas M. D. Anderson Hospital and Tumor Insti- 
tute and The University of Texas Postgraduate School 
of Medicine. The Clinical Conference is conducted 
for the benefit of practicing physicians. 

Topics to be discussed include: Cancer of the 
Intra-oral Cavity, Present Concepts in Head and Neck 
Cancer, Diagnosis of Head and Neck Cancer, Prob- 
lems of Reconstructive Surgery in Cancer of the Head 
and Neck Regions, Cancer of the Pharynx and Naso- 
pharynx, Report on Perfusion of Head and Neck 
Tumors. 

Registration will be Friday, November 13, from 
8:00 to 9:00 a.m. in the Auditorium at M. D. Ander- 
son Hospital. Members of the Academy of General 
Practice may obtain 10 hours credit for attendance 
at the conference. Those who wish this certification 
must register in advance with the University of Texas 
Postgraduate School of Medicine, Jesse Jones Library 
Building, Houston, Texas. A fee of $5.00 must ac- 
company registration for credit, with checks made 
payable to The University of Texas. Those who are 
attending non-credit will be registered free of charge. 
Address requests for information to: Editorial Office, 
M. D. Anderson Hospital, Houston 25, Texas. 


The American Medical Association’s 13th clinical 
meeting December 1-4 in Dallas, Texas will draw 
some 3,500 physicians, mainly from the southern and 
southwestern states. 

Planned in cooperation with Dallas physicians, the 
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meeting is designed to help the family physician meet 
his daily practice problems. 

Dr. Everett C. Fox, Dallas, is general chairman of 
the meeting, while Dr. C. D. Bussey, Dallas, is pro- 
gram chairman. 

Among the subjects to be discussed on the scientific 
program are soft tissue injury; whiplash injuries of 
the neck; diabetes; heart murmurs in children; new 
laboratory procedures; new resuscitation techniques; 
premarital and marital counseling, and the problem 
child. 

Dr. Hubertus Strughold, professor of space med- 
icine at the School of Aviation Medicine, Randolph 
Air Force Base, Texas, will be principal speaker at 
the opening scientific session, December 1. Dr. Strug- 
hold, often called “the father of space medicine,” 
will discuss the role of medicine in the space age. 

The winner of the A.M.A.’s Distinguished Service 
Award at the Atlantic City meeting—Dr. Michael E. 
DeBakey—will participate in a symposium on the 
surgical considerations of cerebrovascular insufh- 
ciency Tuesday afternoon, December 1. Dr. DeBakey, 
chairman of the department of surgery at Baylor 
University College of Medicine, Houston, was given 
the award for his outstanding contributions to med- 
icine in the field of vascular surgery. 

The scientific program, including lectures, sym- 
posiums, medical motion pictures, color television, 
and nearly 100 scientific exhibits, will be held in 
Dallas Memorial Auditorium. Industrial exhibits 
will number 251. 

The auditorium will also house the “world’s larg- 
est health fair,” sponsored by the Dallas County 
Medica! Society in conjunction with the A.M.A, The 
fair will run from November 27 to December 7 and 
will be open to the public. 

The fair will feature 150 educational exhibits, 
prepared by the A.M.A., allied health groups and 
voluntary health organizations. They will be manned 
by members of the Dallas society. 

This is the second time that the A.M.A. has met 
in Dallas. It held an annual meeting there in 1926. 

The Oklahoma City Clinical Society will open its 
twenty-ninth annual three day conference at the Bilt- 
more Hotel on October 26, 1959. 

An outstanding program of postgraduate teaching 
has been arranged. This includes lectures and discus- 
sions by fifteen distinguished guest speakers selected 
from various medical and teaching centers throughout 
the nation. In addition to the general assemblies there 
will be specialty lectures, a clinical pathologic con- 
ference, and daily luncheon roundtable question and 
answer sessions. 

The entertainment will include a banquet on Mon- 
day evening at which time the Oklahoma County 
Medical Society will be host to the guest lecturers 
and out-of-town doctors. Mr. Chester H. Lauck, of 
the team ‘Lum and Abner,” nationally known enter- 
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tainer and executive assistant of the Continental Oil 
Company of Houston, Texas, will be the principal 
speaker of the evening. On Tuesday evening, there 
will be a social hour followed by eight specialty group 
dinners, and on Wednesday evening, to climax the 
three day conference, the annual dinner-dance spon- 
sored by the Oklahoma City Chamber of Commerce 
will be held. 

The fall clinical conference of the Oklahoma City 
Clinical Society is acceptable for credit under Category 
I by the American Academy of General Practice. 


The A.M.A. House of Delegates, numbering 208, 
will meet throughout the week at the Adolphus Hotel, 
meeting headquarters. The first act of the House will 
be to name the General Practitioner of the Year. The 
late Dr. Lonnie Coffin, Farmington, Iowa, was the 
last recipient of the award, given annually to an out- 
standing American doctor for his medical and civic 
contributions to his community. 

The clinical session has been held in St. Louis, 
Washington, D. C., Los Angeles, Denver, Miami, 
Boston, Seattle, Philadelphia, and Minneapolis. Phy- 
sician attendance has ranged from 1,896 at the first 
Cleveland meeting to 4,427 in Boston. 


I had a feeling once about Mathematics—that I saw 
it all. Depth beyond Depth was revealed to me—the 
Byss and the Abyss. I saw—as one might see the 
transit of, Venus or even the Lord Mayor’s Show— 
a quantity passing through infinity and changing its 
sign from plus to minus. I saw exactly how it hap- 
pened and why the tergiversation was inevitable— 
but it was after dinner and I let it go. 

—Winston Churchill 


Society needs more than anything else to be re- 
minded that man is, in himself, ultimate value .. . 
that neither the pressure of events nor the exigencies 
of diplomacy can warrant the final debasement of 
man, Art is neither use, nor appointed task; but 
given human compulsions, some intellectual stature 
and great competence, it can perhaps bring man back 
into focus as being of supreme importance. 

—Ben Shahn 


As a result of illness and injury, workers with 
family incomes under $2,000 per year lost an average 
of 10.3 days from work during the 12 months end- 
ing June 30, 1958, as compared with a loss of 5.9 
days for those in families earning $7,000 and over, 
according to findings of the U. S. National Health 
Survey of the Public Health Service. An inverse re- 
lationship existed also between income and other 
forms of restricted activity, such as days in bed due 
to illness and injury. 
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Dr. Kenneth R. Grigsby, a Coffeyville physician, 
is planning to move his office to a building in the 
4th Street shopping center sometime in November. 
His present office is now located in the Medical 
Center Building. 


Governor George Docking has appointed Dr. E. R. 
Hill of Lyons, to be coroner of Rice County. He 
succeds the late A. E. Crawford. 


Dr. Charles S. Brady, Atchison, has been ap- 
pointed by Governor Docking to a 4-year term on 
the State Board of Health Advisory Hospital Coun- 
cil. He succeeds Dr. John L. Grove, Newton, whose 
term expired. 


Work is now being completed on the new office 
of Dr. A. L. Scherer in Osborn. His new quarters 
will have office, consultation room, a laboratory, and 
a waiting room. 


Dr. Florence Friesen has closed her medical of- 
fice in Hesston where she has been practicing medi- 
cine for the past six years. 

Doctor Friesen has been a medical missionary to 
India for many years. Following her retirement from 
mission work in 1941, she practiced medicine at 
Greensburg for eight years where her husband served 
as pastor. In 1953 they moved to Hesston. 


Dr. L. O. Forney, Hutchinson, recently cele- 
brated his 88th birthday with two other Hutchinson 
senior physicians. Drs. Richard A. Stewart and 
John J. Brownley met with Doctor Forney in his 
home for a chat about old times during the celebra- 
tion. Doctor Forney, who is now confined to his 
bedroom came to Hutchinson in 1874 and began 
practice in 1905. At that time Hutchinson had less 
than 100 people. 

One of his visitors, Doctor Stewart is 92, and was 
in practice in Hutchinson from 1890 to his retire- 
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ment nine years ago. At one time he was the town’s 
chief surgeon. It was Doctor Stewart who bought 
the site of the Grace Hospital and erected a frame 
building which in 1906 was named Stewart Hospital 
in his honor. 

Doctor Brownley is still practicing medicine and is 
the youngest of the trio, being 76. He has been prac- 
ticing in Hutchinson since 1911. 


Dr. K. J. Millett, Larned, has announced that he 
is resigning his partnership with Dr. LeRoy Shep- 
ard and Dr. S. T. Coughlin to become a partner 
and surgical associate in Jackman, Nelson and Byers, 
a medical partnership in Fremont, Nebraska. 

Doctor Millett graduated from Creighton Univer- 
sity School of Medicine in 1948, and interned at St. 
Joseph Hospital in Omaha, and then served a three- 
year surgical residency at that hospital. Doctor Mil- 
lett returned to Larned in 1952 and began practice 
with Drs. Shepard and Coughlin. 

Doctor Millett’s work in Fremont will be ex- 
clusively in the field of general surgery. 


Dr. William J. Reals, Wichita, St. Joseph Hos- 
pital pathologist, has been selected to lead a panel 
discussion on ‘Pathology, Service for Ambulatory 
Patients” at the annual meeting of the American 
Society of Clinical Pathologists in Chicago. 


Dr. Christopher G. Davis, Kansas City, was 
named an assistant county physician on recommenda- 
tion of the chairman of the Wyandotte County Board 
of Commissioners. 

Doctor Davis will take the place of Dr. William 
C. Rasmussen, who is on a temporary leave for one 
year in California. 


Kingsley will have a new doctor soon as Dr. Wil- 
liam O. Myers begins practice there. Doctor Myers 
is a graduate of Northwestern University and will 
be associated with Dr. M. Dale Atwood. Dr. and 
Mrs. Myers are moving from Hastings, Nebraska. 
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Dr. C. D. Townes, Jr., has established an office 
in Oskaloosa in the Hampton Building, the former 
office of Dr. James Pike. Doctor Townes has been 
and still is practicing physician and surgeon in Perry 
community. He will come to Oskaloosa on a part- 
time basis. 


Miss Sara Selbe, M.D., Phillipsburg, has joined 
Drs. Bauer, Hardman, Sheppard and Woods as a 
member of their staff in Smith Center. 

Doctor Selbe graduated from the University of 
Kansas School of Medicine in 1958. She interned 
at San Diego County Hospital, in San Diego, Calif. 
Doctor Selbe is probably the first woman M.D. ever 
to practice in Smith Center. 


Dr. Charles Graham of Colby has been named 
to the post of Medical Advisor to the Northwest 
Area Service Committee of the Kansas Division, 
American Cancer Society. 

Doctor Graham will advise the Committee on 
medical questions that may pertain to the service 
program in Northwest Kansas. He is also president 
of the Thomas County unit. 

The Colby doctor is presently the radiological con- 
sultant at St. Thomas Hospital. 


Dr. E. E. Long, Humboldt, has recently opened 
a new office. It is called The Humboldt Clinic Build- 
ing and was opened with an open house which some 
750 persons attended. 

Dr. Bernard Hall, Topeka, attended the Second 
World Conference on medical education which was 
held August 29-September 4, in Chicago, Illinois. 


Dr. Joseph Satten, Topeka, visited the Califor- 
nia correctional institutions recently. 


Dr. Edward Greenwood, Topeka, taught a course 
at the University of Denver recently. His subject: 
“The Emotionally Disturbed Child in the Class- 
room.” 


NEW MEMBERS 


The JourNAL takes this opportunity to welcome these new 
members into the Kansas Medical Society. 


John I. Davies, M.D. Henry M. Hardy, M.D. 
K.U. Medical Center K.U. Medical Center 
39th & Rainbow Blvd. 39th & Rainbow Blvd. 
Kansas City 12, Kansas Kansas City 12, Kansas 


John M. Hansen, M.D. 
K.U. Medical Center D. Themes, BLD. 
Belleville, Kansas 


39th & Rainbow Blvd. 
Kansas City 12, Kansas 
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Volunteers Selected for First 
Long-Term Simulated Space Flight 


Volunteer Air Force pilots have been carefully 
screened and a group selected from which two men 
will be drawn for the first U. S. experiment in long- 
term simulated space flight, it has been disclosed by 
Lt. Col. George R. Steinkamp. 

Steinkamp, chief of the Department of Astroecol- 
ogy for the Air Force’s School of Aviation Medicine, 
said plans are being made to confine two of the 
volunteers in a space cabin simulator for a period of 
30 days. 

The simulator, a seven-ton device eight feet high 
and twelve feet long, is now 90 per cent completed 
at Minneapolis-Honeywell’s Aeronautical Division 
plant in Minneapolis. It is scheduled for delivery to 
the school at Brooks Air Force Base, Texas, by the 
end of this month. 

As soon as the equipment is thoroughly tested and 
Operators are trained in its use, the first 30-day ex- 
periment will be conducted to record psychological 
and physiological stresses on men in space. 

Despite the physical problems of living in cramped 
quarters for an extended period, Steinkamp said space 
medicine researchers expect the greatest stresses to be 
psychological. 

The men who enter the cabin will be completely 
sealed off from the world to which they have grown 
so accustomed. Time will weigh heavily on their 
minds, and boredom will become their constant com- 
panion. The familiar day-night cycle they live by will 
be lost. Thirty days can be a very long time. 

The space cabin simulator is the first of its kind 
in the free world in which two men can live for as 
long as 30 days in complete isolation from the world, 
closely approximating conditions imposed by space 
travel. 

The astronauts will breathe and re-breathe the same 
air and drink and re-drink the same water. 

Urine and all other forms of waste water are puri- 
fied by a Honeywell-developed process which includes 
chemical treatment, filtering, super-heating, freezing, 
and final filtering through activated carbon. 

Human feces and other solid wastes like hair or 
food particles will be dehydrated and burned in an 
incinerator and the gases produced disposed of with 
an afterburner. All that remains from this process is a 
small amount of fine ash. 

They will find all of their human needs satisfied 
within the confines of the capsule. Their isolation 
from the world will be virtually complete. 

The space medicine researcher said that despite 
the obvious rigors of the planned experiments, volun- 
teers have been numerous. He said no serious psy- 
chological problems are expected during the first 
simulated 30-day space flight. 
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READER Protests TO Doctors’ FEES 


It seems that many people hold doctors above 
criticism. Why? 

You go to a doctor and he prescribes and charges 
for the prescription and the office call. If the medicine 
does not agree with the patient or does no good, you 
go back and pay for another prescription and another 
office call. This may go on for months or even years. 

Now if a mechanic overhauls your car motor and 
it still does not work right he does the job over at 
no charge and he doesn’t get paid for guessing what 
is wrong with the motor or for advice. 

If a merchant even has the chance to tel! you what 
size suit or shoes you need and they don’t fit can he 
sell you another suit or pair of shoes and charge you 
for items again and refuse to take the others back? 
No, he fits you or you don’t pay. If the items do 
not stand up he has to make it right. 


GET VALUE RECEIVED 


In any other profession you get value received or 
no pay. 

Some say that a doctor’s life is not his own. This 
is not true nowadays. A doctor takes his days off and 
some even Jeave their phone off the hook. Some say 
he goes out day and night on calls. This is also not 
true altogether. Unless it is an emergency he says take 
them to the hospital and he will see them the next 
morning. Yes, some do go out on emergency calls 
but we pay plenty for it. The mechanic is often 
called out the middle of the night too. 

Doctors take their vacations oftener than people 
in any other profession, turning their patients over to 
some other doctor and often not taking the trouble 
to do that. You just hunt another doctor if you need 
one before he returns from his vacation. 
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The Kansas Press 


Medicine 


Editor’s Note. In this section the JourNaL repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsibility 
for the opinions expressed. 


Some doctors say they have to place their fees high 
as some do not pay and those that do pay have to 
pay part of the bill of those that do not pay. Does 
the mechanic do this? NO. 

If you carry health insurance the bills are usually 
higher so in turn the insurance companies have to 
raise their rates until you can’t afford the insurance. 

Doctors wonder why people are in favor of social- 
ized medicine. The doctors themselves are bringing 
that on. 

Some doctors say people should take periodical 
checkups to catch disease in the early stages. Who 
can afford these checkups? Until they feel there is 
something radically wrong they naturally put it off. 

It makes you wonder when a young doctor starts 
practicing and within a few years has a fine home all 
paid for along with extensive vacations and the best 
of cars. If they had charged only when they gave 
“value received” they would be as long in getting 
these things as the rest of us. 

Few have nerve enough to speak out against them 
because they think they might need a doctor some 
time and they wouldn’t feel the doctor would be too 
anxious to take care of them so the doctor keeps right 
on cleaning our pockets. 

The old doctors are gone that had the hard life 
and never got rich.—Vincent Wilson, Dodge City, 
Hutchinson News, August 30, 1959. 


Sters TO Goop HEALTH 


Everyone enjoys good health although some people 
are at their best when they can talk about their ill- 
nesses. 

Good health can’t be guaranteed, even with the 
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services of a reputable doctor. The patient has certain 
responsibilities if he wants to be well. 

Dr. J. DeWitt Fox, a medical doctor, is editor of 
Life and Health magazine. He takes up the doctor-pa- 
tient relationship and offers some advice that will get 
the best results for the doctor and the patient. He 
gives these 10 points for the patient to check if he 
wants to get more for his medical dollar: 

“1. Select a physician in whom you have confidence 
and stay with him. ‘Tramp patients’ cheat themselves. 
It takes acquaintance with you and your family and 
knowledge of your earlier illnesses before your doctor 
can give his best advice concerning your present sick- 
ness. 

“2. Be willing to talk. Tell the doctor as much 
as possible about your illness. Only as you tell every- 
thing can he localize your trouble. 

"3. When your doctor is about to give you a med- 
icine, be sure to tell him of any allergies you may 
have. This is especially important in regard to pen- 
icillin, for some 30 per cent of patients may have de- 
veloped a sensitivity. 

“4. Call your doctor early. If you have pain, call 
him now; don’t endure it until 1:00 a.m. And this 
is not just because the doctor needs his sleep. He 
does, but you may need immediate care rather than a 
six-hour delay hoping things will clear up. 

“5. Don’t doctor yourself, then run to the doctor. 
If you have a new malady . . . don’t take a cathartic. 
And don’t take a neighbor’s medicine or his advice. 
Do something worth while—see your doctor. 

“6. Don’t be a ‘newspaper-clipper pest.’ Your doc- 
tor is glad to hear of new developments in medicines, 
which he may have missed in the latest magazines be- 
cause he was too busy delivering babies to read it. 
But he is greatly annoyed by the patient who comes 
in waving the clipping of a new diet guaranteed to 
cure athletes’ foot and arthritis, or by the lady who 
insists on having a shot of this or that just because 
she read about it in the paper. 

"7. Be intelligent about your symptoms. Learn to 
read a fever thermometer and tell the doctor exactly 
what your temperature is. Don’t just say, ‘I’m hot 
all over,’ when you call him. 

“8. When the doctor comes, have on hand the 
things he is likely to need—an enema outfit, an ice 
bag, hot-water bottle, nose dropper, eye dropper. 
Keep the number of your all-night druggist in your 
address book, in the event you need a prescription at 
2:00 a.m. 

“9. Be delicate when you ask your doctor for a 
consultation. He may have wanted to call in a spe- 
cialist, but has held back lest doing so would frighten 
you. But if you gently say, ‘Doctor, is there someone 
who could give us a little help to make things go a 
bit better?’ the chances are he will gladly call in a 
consultant. He appreciates frankness. 

“10. Money matters are wisely considered before 
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surgery or special procedures are performed, rather 
than afterwards. This can sometimes save you dol- 
lars, as well as make the payment of the bill easier 
by opening the way for arranging an installment 
plan. In case the surgeon is high priced, you should 
know it beforehand. Nothing will break down doc- 
tor-patient relationships faster than misunderstand- 
ings over the bill.”—Arkansas City Daily Traveler, 
August 28, 1959. 


Ectoparasites in Kansas 


A Kansas State University graduate student in 
entomology, John Poorbaugh, is currently studying 
the various types of ectoparasites in Kansas which 
may carty such diseases as Bubonic plague, typhus, 
tularemia, and Rocky Mountain spotted fever. 

These ectoparasites (mites, lice, fleas, and ticks) 
live on wild rodents in numbers of from one to sev- 
eral hundred per animal, reports Poorbaugh. His is 
the first extensive survey of its kind in the state. 

He explains that diseases carried by the ectopara- 
sites—parasites living on the outside of animals—are 
transmitted from one rodent to another and may be 
transmitted to people. 

The diseased wild rodent eventually may come in 
contact with domestic rodents on farms and suburbs 
of cities. The ectoparasites which carry disease organ- 
isms may thus be transferred to human dwellings, 
pets, and farm animals. From these the human might 
contract the disease. 

The K-State graduate student is making use of 
ectoparasites found on rodents being trapped for a 
population survey of Kansas rodents also conducted 
at K-State. In addition, he plans a study of rodeat 
ectoparasites found in the Tuttle Creek dam area 
north of Manhattan. He will start this study before 
recreational development begins. 

When the lake starts to be filled, the rodents may 
take refuge in the homes and buildings around the 
lake’s edge, thereby posing a potential disease prob- 
lem if diseases are present in these rodents. 

Poorbaugh explains that the danger in the Tuttle 
Creek area is no greater than in most other areas in 
the Midwest and Great Plains, but says such a study 
is needed in view of the large number of recreation- 
seekers expected. In fact, the probability of diseased 
rodents is less here than in many of the Rocky Moun- 
tain and western areas. 

In obtaining parasites, the rodents are first brushed 
and bathed to remove the parasites. The washings 
then are filtered, and preserved in alcohol. The para- 
sites are mounted on slides and divided into one of 
the four groups—amites, lice, fleas, or ticks. 

The more we know about the parasites the better 
the possibility of stopping the diseases they carry. 
Leptospirosis, the present dreaded livestock disease, 
may possibly be linked with rodent ectoparasites. 


Plans are presently in the discussion stage concern- 
ing the possibilities involved in a ‘‘no-fee-schedule’”’ 
pattern for future programs of Kansas Blue Shield. 
The comparatively new idea of a “‘no-fee-schedule”’ 
approach is being studied by the Blue Shield Board 
and staff members, and the committee on Blue Shield 
Relations. Further discussion of this new idea in Blue 
Shield programming will take place this fall in meet- 
ings with the District Relations Committees. 


Fee Schedule Approach 
Not Meeting the Need 


The weaknesses of the fee schedule approach to 
cope with the problems of financing health care have 
long been obvious. The fee schedule method has re- 
sulted in high percentage payments in low cost areas, 
and low percentage payments in high cost areas. 
There is no way to remedy this with a uniform state- 
wide schedule. The adoption of a higher dollar 
schedule to more adequately meet charges in a high 
cost area results in over payments in low cost and 
low charge areas. 


No-Fee-Schedule: 
What Does It Mean? 


The Wisconsin Physicians Service (Blue Shield) 
last year adopted what they termed the no-fee-sched- 
ule program, and while no detailed report is avail- 
able on their experience, it can be described as in- 
volving payment of physicians’ services on a percent- 
age of charge basis. The major question is whether 
physicians as a group can find a way to control the 
increased cost of ‘such a program. Without adequate 
professional control, an inflationary trend could con- 
ceivably develop that could defeat the program. 


No-Fee-Schedule Advantages 


The elimination of the schedule would make it 
possible to change the basis of coverage to a per- 
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Consideration being given to a “No-Fee-Schedule.” 


centage level and therefore, assure high percentage 
coverage in every case. The percentage level of cover- 
age would also fit in with the idea of deductibles 
which represents the greatest potential source of 
rate control but has been difficult to apply to a fee 
schedule approach. 

Provided that physicians accept the responsibility 
of providing necessary review committees, the pro- 
gram would have a necessary control of inflation. 
This is needed. It would be expected that the general 
cost of medical care would go up, but it should not 
go up to any greater extent than would be justified 
by the general cost of living increase. 


There was a time when it was commonly assumed 
that the American public was opposed to bigness in 
business. Nothing could be further from the current 
truth. The average American admires bigness and he 
particularly likes bigness in business, if there are 
present two all-important ingredients—genuine com- 
petition and a feeling that there is “full disclosure.” 
What the public is really fearful of is not bigness 
itself, but the potential misuse of the power that 
bigness makes possible.-—E/mo Roper 


The lover of intelligence must be patient with those 
who cannot readily share his passion. Some pangs the 
mind will inflict upon the heart. It is a mistake to 
think that men are united by elemental affections. 
Our affections divide us. We strike roots in immediate 
time and space, and fall in love with our locality, the 
customs and the language in which we were brought 
up. Intelligence units us with mankind, by leading us 
in sympathy to other times, other places, other cus- 
toms; but first the prejudiced roots of affection must 
be pulled up.—John Erskine 
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REVIEWS 


Insulin Treatment in Psychiatry. Edited by 
Max Rinkel, M.D. and Harold E. Himwich, 
M.D. Price $5.00. 380 pp. Philosophical Library, 
Inc., New York, New York. 


Included in this volume are papers presented 
at the International Conference on the Insulin 
Treatment in Psychiatry held at the New York 
Academy of Medicine, October 24 and 25, 1958. 

This volume contains the current thinking of some 
distinguished psychiatrists about the use of insulin 
treatment. The most interesting papers, related nos- 
talgically, are those which describe the early days of 
the somatic therapies. Some of the papers have a 
“back to insulin movement’ quality to them and 
others more realistically consider this treatment in 
terms of its becoming obsolete as the result of in- 
troduction of drugs, together with increasingly wide- 
spread use of psychotherapy and milieu therapy. 

It is doubtful that the book will influence many 
pschiatrists to ignore the trend of the times to return 
to a form of somatic treatment, which, though quite 
effective, has been superceded by less dangerous and 
less costly modern treatment.—H. T. H. 


Annals of the New York Academy of Sciences. 
Vol. 74, Art. 3. Price $5.00. 407-1028 pp. “Chlor- 
propamide and Diabetes Mellitus.” Published by 
the Academy, March 30, 1959. 


This volume is composed of sixty-eight separate 
papers which were given at a conference on “‘Chlor- 
propamide and Diabetes Mellitus” held and sup- 
ported conjointly by The New York Academy of 
Sciences and Charles Pfizer & Co., Inc. on September 
25, 26, and 27, 1958. 

The subject matter is divided among three cate- 
gories which are: 

Part I Pharmacological Studies 
Part II Metabolic Studies 
Part III Clinicometabolic Studies 
The papers represent the results of the individual 


respected clinicians and basic research investigators in 
this country and from many countries abroad. It is 
obvious, at first glance, that it is a comprehensive 
treatment of the present day knowledge of the status 
of Chlorpropamide. 

As would be expected, many of the papers pertain 
to the mechanism of action of oral hypoglycemic 
agents, a subject that is as yet, incompletely under- 
stood. Differences of opinion exist as to whether or 
not these agents exert their effect by beta cell stimu- 
lation and production of insulin. As brought out by 
several investigators, the ultimate action of these 
agents will probably go unsolved until the mechanism 
of action of insulin itself is completely understood. 

Several of the papers are devoted to a study of 
insulin alone; others compare the metabolic effects 
of insulin, Chlorpropamide and other hypoglycemic 
agents. A good many of the papers are highly tech- 
nical, especially those in the first two parts listed 
above. The majority of the papers, however, are in 
Part III and present information that is of practical 
value to any physician who treats patients with dia- 
betes mellitus. Many of them relate the clinical ex- 
periences of well known authorities on the use of 
Chlorpropamide, with much discussion as to the 
indications, methods of, and contraindications to its 
use. 

I do not hesitate to recommend this volume to 
all physicians who are interested in diabetes mellitus. 
I think it is especially valuable in that it is not a 
general review of a subject by one man, but rather 
represents the detailed experiences of numerous in- 
vestigators.—V. E. R. 


Elementary Statistics, With Applications in 
Medicine and the Biological Sciences. By Fred- 
erick E. Croxton. Price $1.95. 376 pp. New York, 
Dover Publications. Paperbound. 


The quality paper-back reprint has had a great 
effect on the supply and use of books in recent years. 


efforts of a large number of highly qualified and A number of publishers are issuing extensive lists 
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in literature, philosophy, and history, and one in par- 
ticular, Dover Publications, has applied the paper- 
back technique to important out-of-print books in the 
sciences. 

The book under consideration was first published 
in 1953 and has been widely used as a textbook in 
medical schools where a basic knowledge of statistics 
is considered necessary equipment for the physician. 
That such knowledge is essential to both the intel- 
ligent reading and writing of case studies and re- 
search reports is plain and Croxton’s book should 
serve very well as a home-study text and book of ref- 
erence. The author is Professor of Statistics at Colum- 
bia University. All the numerical illustrations are 
based on actual, not hypothetical, data—G.S.T.C. 


BOOKS RECEIVED 


Books received by the JouRNAL oF THE Kansas MepicaL SOcIETY 
are acknowledged in this column. Selections will be made for 
more extensive review in the interests of readers as space permits. 
Members of the Society, from time to time, review these books 
and their critique is presented in this section. The reviewers 
pg the complimentary book from the publisher for their 
efforts. 


SURGERY OF THE FOOT—By Henry L. DuVries, 
M.D., Clinical Instructor in Surgery, Chicago Medical 
School; Attending Surgeon, Columbus Hospital, Mother 
Cabrini Hospital, and Frank Cuneo Hospital; Chairman, 
Department of Surgery, Illinois College of Chiropody and 
Foot Surgery, Chicago. 494 pp. Illustrated. Price $12.50. 
The C. V. Mosby Co., St. Louis. 1959. 


NOW OR NEVER: THE PROMISE OF THE MIDDLE 
YEARS—By Smiley Blanton, M.D.; and Arthur Gordon. 
8°, cloth, 283 pp. Price $4.95. Prentice-Hall, Incorporated, 
Englewood Cliffs, New Jersey. 1959. 


THE CARE OF MINOR HAND _ INJURIES—By 
Adrian E. Flatt, M.D. Price $9.50. The C. V. Mosby Com- 
pany, St. Louis. 1959. 


SYNOPSIS OF EAR, NOSE AND THROAT DIS- 
EASES—By Robert E. Ryan, M.D., William C. Thornell, 
M.D., and Hans von Leden, M.D. Price $6.75. C. V. Mosby 
Company, St. Louis. 1959. 


PRINCIPLES OF DISABILITY EVALUATION—By 
Wilmer Cauthorn Smith, M.D. Price $7.00. J. B. Lippin- 
cott Company, Philadelphia. 1959. 


ANESTHESIA FOR INFANTS AND CHILDREN—By 
Robert M. Smith, M.D. Price $12.00. C. V. Mosby Com- 
pany, St. Louis. 1959. 


THE POWER OF SEXUAL SURRENDER—By Marie N. 
Robinson, M.D. Price $4.50. Doubleday & Company, Inc., 
Garden City, N. Y. 1959. 


THAT THE PATIENT MAY KNOW —An Atlas for 
Use by the Physician in Explaining to the Patient. By Harry 
F. Dowling, M.D., Sc.D., Professor of Medicine, Uni- 
versity of Illinois, and Tom Jones, B.F.A., Professor of 
Medical Illustrations, Emeritus, University of Illinois. 139 
pp. Illustrated. W. B. Saunders Co., Philadelphia. 1959. 


TRAUMA—By Harrison L. McLaughlin, M.D., Profes- 
sor of Clinical Orthopedic Surgery, College of Physicians 
and Surgeons, Columbia University, New York. 784 pp. Il- 
lustrated. Price $18.00. W. B. Saunders Co., Philadelphia. 
1959. 
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A DOCTOR DISCUSSES MENOPAUSE—By G. Lom- 
bard Kelly, A.B., B.S. Med., M.D. 16°, paper, 96 pp., with 
14 illustrations, Patient—$1.50. The Budlong Press, Chica- 
go. 1959. 


PREVENTIVE MEDICINE—Principles of Prevention in 
the Occurrence and Progression of Disease. Edited by Her- 
man E. Hilleboe, M.D., Commissioner of Health, State of 
New York Department of Health, Albany, and Granville W. 
Larimore, M.D., Deputy Commissioner of Health, State of 
New York Department of Health, Albany. 731 pp. Il- 
lustrated. Price $12.00. W. B. Saunders Co., Philadelphia. 
1959. 


CARE OF THE PATIENT WITH A STROKE—By 
Genevieve Waples Smith, R.N., M.A. A Handbook for the 
Patient’s Family and the Nurse. Price $2.75. Springer Pub- 
lishing Company, Inc., New York. 1959. 


A technical bulletin on parasites and diseases of 
Kansas coyotes has just been published by the Kansas 
agricultural experiment station at Kansas State Uni- 
versity, Manhattan. 

The authors, H. T. Gier and D. J. Ameel, K-State 
zoologists, explain that parasites and diseases of wild 
animals are of importance to man because of transfers 
which take place from wild animals to man or domes- 
tic animals. 

The authors point out that parasitism of coyotes 
also is of interest to wildlife biologists and plays a 
role in attempts at managing wildlife populations. 

Over a period of 11 years, K-State scientists exam- 
ined 1,850 coyote carcasses, and only about three per 
cent were found free of internal parasites. 

By far the most common internal parasites were 
tapeworms, which were found in almost every animal. 
While the proportion of coyotes infected, the aver- 
age number of worms to the coyotes infected, and 
the average number of worms to the coyote varied 
from year to year, numbers always were high. The 
average infection varied by years between 32 and 
55 tapeworms to the animal. Tapeworms apparently 
had little effect on the health of the coyotes, 

About three of every four coyotes had intestinal 
roundworms, half had stomach worms, and hook- 
worms were found in small numbers in about one of 
every four coyotes. 

While ticks were not numerous, those found were 
real, or potential carriers of Rocky Mountain spotted 
fever and tularemia. 

Rabies has occurred infrequently in coyotes of 
Kansas. 


We do not slip into happiness. It is strenuously 
sought and earned. A nation glued to the television 
screen is not simply at a loss before the iron pioneers 
of the new collective society. It isn’t even having a 
good time. No society has ever spent as much as we 
do on drink and tranquilizers. Can one argue that 
this is evidence of universal fun? 

—-Adlai Stevenson 
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The Kansas Medical Society—1959-1960 


OFFICERS COUNCILORS 
4 istric . Dic cKee, Pittsbur; 
Immediate Past President......... Thomas P. Butcher, Emporia sone . Ralph G. Bal, Posie pare 
First Vice-President.............. Harold M. Glover, Newton fe eClure, Topeka 
Second Vice-President............ Norton L. Francis, Wichita District Tames Hill, Arkansas City 
A.M.A. Delegate, 1958-1959........ George F. Gsell, Wichita Wien on 
A.M.A. Alternate, 1958-1959....... Cyril V. Black, Pratt Henry S. O’Donnell, Ellsworth 
A.M.A. Delegate, 1959-1960....... Lucien R. Pyle, Topeka Bend 
Chairman of Editorial Board....... Orville R. Clark, Topeka H. Preston Palmer, Scott City 
OFFICERS OF COMPONENT SOCIETIES—1959 
Society President Secretary 
-oLyle F. Schmaus, Iola..... L. D. Robinson, Iola 
Anderson. + Robert L. Stevens, Garnett. ee J. Stevens, Garnett 
Atchison. -W. Spencer Fast, Atchison.... .M. L. Scimeca, Atchison 
Barton... .-Clair Cavanaugh, Great Bend. "David G. Shivel, Great Bend 
Bourbon L. L. Cooper, Fort Scott... a Basham, Fort Scott 
Brown... Ray Meidinger, Hiawatha.. .R. T. Nichols, "Hiawatha 
pe Re J. H. Johnson, El Dorado.. Dale W. Anderson, Augusta 
Central Kansas. - Glen C. Hutchison, Hays... . Roy Coffey, Hays 
EE ECE Bruce G. Smith, Arkansas C. J. Zerwick, Arkansas City 
W. Council, James E. Schultz, Council Grove 
Fred E. Brown, St. Marys 
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ADVERTISEMENTS 


CONTROL 


VERTIGO, DIZZINESS... 
AND 
ELEVATE THE 
MOOD 


with Dramamine-D 


brand of dimenhydrinate with dextro-amphetamine sulfate 


“Disturbances of balance resulting from vestibular disorders have long been known to lead 
to severe anxiety.’’* 

Vertigo—whether of organic or functional origin—tends to leave depression in its wake. 
Dramamine-D is a therapeutic combination designed for treatment of the entire vertigo- 
reaction syndrome. Each tablet contains dimenhydrinate (50 mg.) to control dizziness, 


and dextro-amphetamine sulfate (5 mg.) to elevate the mood. 
*Pratt, R. T. C., and McKenzie, W.: Anxiety States Following Vestibular Disorders, Lancet 2:347 (Aug. 16) 1958. 


® 
D ra mam i n e available as tablets, ampuls, liquid, suppositories 


Research in the Service of Medicine SEARLE 
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Where a poly-unsaturated oil 


is called for in the diet, 


Wesson 
satisfies the most 
exacting requirements 


(and the most exacting palates!) 


More acceptable to patients. Wesson contributes great- 
ly to the palatability of food and, thus, can be important 
in encouraging patients tc maintain prescribed restricted 
diets. By the criteria of odor, flavor (blandness) and light- 
ness of color, housewives prefer Wesson.* 


Uniformity you can depend on. Wesson has a poly- 
unsaturated content better than 50%. Only the 


lightest cottonseed oils of highest iodine number are 
selected for Wesson, and no significant variations are 
permitted in the 22 exacting specifications required 
before bottling. 


Economy. Wesson is consistently priced lower than the 
next largest seller, a not unimportant consideration, 
where poly-unsaturated oil is called for. 


Wesson’s Active Ingredients: 

Linoleic acid glycerides 50% to 55% 
Phytosterol (predominantly beta sitosterol) 0.4% to 0.7% 
0.09% to 0.12% 


Never hydrogenated—completely salt free 


Total tocopherols 


* Reconfirmed by recent tests against the next leading brand with brand 
identifications removed, among a national probability sample. 
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extra 
active 


Lederle introdiies a masterpie@ 


fof antibiotic design 
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Strikingly enhances 
the traditional advantages 
broad-spectrum 


for greater patient-physician beneft 


DECLOMYCIN isa unique fermentation product of a strain 
of Streptomyces aureofaciens—the parent organism of 
AUREOMYCIN® and ACHROMYCIN.*' 


DECLOMYCIN singularly achieves: 
e far greater antibiotic activity with far less drug 
e greater stability in body media 
e unrelenting peak activity throughout therapy 
7 e “extra-day” protection through sustained activity 


DECLOMYCIN retains: 

¢ unsurpassed broad-spectrum range of activity 

e rapid activity 

e excellent toleration 

e effectiveness against infection in nearly all organs or sys- 
tems—rapid diffusion in body tissues and fluids 


*Chlortetracycline Lederle +Tetracycline Lederle 


Demethylchlortetracycline Lederle 


6 : 


greater 
antibiotic activity 


with far less 
antibiotic 


Milligram for Milligram, DECLOMYCIN exhibits 2 to 4 
times the clinical potency (inhibitory action) of tetracycline 
against susceptible organisms. Thus, DECLOMYCIN 
has the advantage of providing significantly higher serum 


activity levels with significantly reduced drug intake.” '*° 


Actually, DECLOMYCIN demonstrates the highest ratio 
of prolonged activity level to daily milligram intake of any 
known broad-spectrum antibiotic. Reduction of milligram in- 
take of drug reduces hazards of related physical effect on in- 
testinal mucosa or interaction with gastrointestinal contents. 

*Activity level is a far more meaningful basis of compari- 


son than quantitative blood levels, as Hirsch and Finland 
note. Action upon pathogens is the ultimate value.! 


MYCIN 
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Unrelenting 
peak antimicrobial attack 


throughout therapy 


The high level of DECLOMYCIN activity is uniquely 
sustained. It is not just an initial phenomenon but is 
constant — maintained on each day of treatment and 
between doses— without noticeable diminution of in- 
tensity. Peak-and-valley control is eliminated, favoring 
continuous suppression of pathogens and consequent 
improvement. 


This DECLOMYCIN constant is achieved through 
remarkably greater stability in body fluids,”** resistance 
to degradation’ and a low rate of renal clearance**—all 
supporting antibiotic activity for extended periods. 


Demethylchlortetracycline Lederle 
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activity 


for security 
against relapse 


DECLOMYCIN maintains significant antibacterial 
activity for one to two days after discontinuance of 
dosage'—a major distinction from other antibiotics. 
Previous drugs have declined abruptly in activity fol- 
lowing withdrawal. 


DECLOMYCIN thus gives the patient an unusual 
degree of protection against resurgence of the primary 
infection, and against secondary infection. ..sequelae 
not infrequently encountered and often resembling a 
“resistance problem.” Consequently, reinstitution of 
therapy or a change in therapy should rarely be 
necessary. 


MYCIN 
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masterpiece 


unrelenting peak attack 


—enhancing the unsurpassed features of 
tetracycline ...for greater physician-patient benefits 


Demethyichlortetracycline Lederle 


“Ay greater antibiotic activity 
g | with far less antibiotic intake 
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contribution 


Lederle 


research 


in the distinctive dry-filled duotone capsule 


Demethyichlortetracycline Lederle 


DECLOMYCIN Capsules, 150 mg. 
Adult dosage: 1 capsule four times daily. 


1. Hirsch, H. A., and Finland, M.: Antibacterial Activity Of Serum Of Normal Subjects 
After Oral Doses of Demethylchlortetracyciine, Chlortetracycline and Oxytetracycline. 


New England J. Med. 260:1099 (May 28) 1959. 2. Hirsch, H. A., Kunin, C. M., and Finland, 
M.: Demethylchlortetracycline —- A New And More Stable Tetracycline Antibiotic That a 
Yields Greater and More Sustained Antibacterial Activity. To be published. 3. Lichter, colony Cun (apd 


E. A., and Sobel, S.: The Distribution Of Oral DemethyIchlortetracycline In Healthy Volun- 


teers And In Patients Under Treatment For Various Infections. To be published. 4. Kunin, 
C. M., Dornbush, A. C. and Finland, M.: Distribution And Excretion Of Four Tetracycline BOO mg. 


Analogues In Normal Young Men. To be published. 5. Kunin, C. M., and Finland, M.: 
Demethyichlortetracycline: New Tetracycline Antibiotic That Yields Greater and More ‘ #. 
Sustained Antibacterial Capacity. New England J. Med. 259:999 (Nov. 28) 1958. 6. Sweeney, 0 y= 
W. M.; Hardy, S. M.; Dornbush, A. C., and Ruegsegger, J. M.: Demethylchlortetracycline: 

A Clinical Comparison of A New Antibiotic with Chlortetracycline and Tetracycline. de 


Antibiotics & Chemotherapy 9:13 (Jan.) 1959, 


LEDERLE LABORATORIES, 
a Division of AMERICAN CYANAMID COMPANY 


Pear! River, New York 
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ADVERTISEMENTS 


. but seasoned 


A meal of even the most colorful and the most 
meticulously prepared food can be dreary eating without salt. 


Neocurtasal, for the patient on a low-sodium diet, brings 
back flavor to foods — makes eating a pleasure once more. 


® 


potassium glutamate, 
An excellent salt replacement glutamic acid, calcium 
for silicate, potassium 
iodide (0.01%). 
“Salt-Free” (Low Sodium) Diets 
2 oz. shakers and 
8 oz. bottles 


Assures patient’s 
Sold Only Through Drugstores 
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Panalba 


1S 1S 


performance... 
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pneumonia 


... into a mixed culture of 
the three organisms 
commonly involved in 
pneumonia ... K. pneu- 
moniae, Diplococcus 
pneumoniae, and 
Staphylococcus aureus 
(in this case a resistant 
strain) . . . we introduce 
the five most frequently 
used antibiotics. 

Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five 
leading antibiotics has 
stopped all the organisms, 
including the resistant 
staph! This is Panalba. 

In your next pneumonia 
patient ... in all your 
patients with potentially- 
serious infections ... 
provide this extra. 
protection with your 
prescription : 

Dosage—1 or 2 capsules 

3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100. 


(Panmycin* Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 


The Upjohn Company 
Kalamazoo, Michigan 


STRADEMARK, REG, U. PAT. OFF. 


© the mood brightener 


EFFECTIVE AND WELL TOLERATED 


in depression 


ntAmip has been found to be strikingly effective and well tolerated in a broad 
range of depressive states including a wide variety of the milder depressive 
syndromes, as well as the masked depression so frequently seen in general 
practice. These syndromes include: depression associated with the meno- 
pause, postoperative depressive states and senile depression; depression 
accompanying chronic or incurable illness, such as gastrointestinal and 
cardiovascular disorders and inoperable cancer. 


in angina pectoris 

NIAMID, in intensive clinical tests, has proved to have a high degree of safety 
and to be a valuable adjunct in the management of the anginal syndrome. 
NIAMID produces striking symptomatic improvement in angina patients — 
markedly reduces the pain, severity and frequency of anginal episodes, 
reduces nitroglycerin requirements, and provides an increased sense of well- 
being. Since dramatic improvement is seen in some patients, it is wise to 
advise the patient against overexertion —his disorder still holds potential 
dangers despite relief of symptoms. 


DOSAGE: Start with 75 mg. daily in single or divided doses. After a week or more, 
adjust the dosage, depending upon patient response, in steps of one or one-half 25 
mg. tablet. Once improvement is seen, gradually reduce dosage to the maintenance 
level. Many patients respond to NIAMID within a few days, others in 7 to 14 days. 
A few patients may require as much as 200 mg. daily over a longer period of time 
before significant improvement is seen. 

PRECAUTIONS: Side effects are infrequent and mild, and often lessened or eliminated 
by a reduction in dosage. Hypotensive effects have rarely been noted and no jaundice 
or other evidence of liver damage has been reported in patients receiving NIAMID. 
However, in patients with a history of liver disease, the possibility of hepatic reac- 
tions should be kept in mind. 


SUPPLY: NIAMID is available as 25 mg. (pink) and 100 mg. (orange) scored tablets. 


Already clinically proved in several thousand patients— 
Complete references and a Professional Information Booklet giving detailed infor- 
mation on NIAMID are available on request. 


Pfizer Science for the world’s well-being *Trademark for brand of nialamide 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 
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38 ADVERTISEMENTS 


Provides fast, high blood and tissue concentrations—plus an unpar- 
alleled safety record. Erythrocin is available in easy-to-swallow 
Filmtabs® (100 and 250 mg.); in tasty, citrus-flavored Oral Suspen- 
sion (200 mg. per 5-cc. teaspoonful); and 

for intravenous and intramuscular use. == 


@FILMTABS—FILM-SEALED TABLETS. ABBOTT; U.S. PAT. NO. 2,881,088 
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Fiber of skeletal muscle relaxed (photomicrographs) 


be 


TABLETS 


Methocarbamol Robins U.S. Pat. No. 2770649 


Summary of six published clinical studies: e Highly potent—and long acting.””* 
ROBAXIN BENEFICIAL IN 92.4% OF latively f fad 
SKELETAL MUSCLE SPASM CASES e Relatively ore 
PATIENTS RESPONSE side effects. 
“marked” moderate none 
Carpenter 33 26 "~  @Inordinary dosage, does not reduce 
“pronounced” 

Forsyth? muscle strength or reflex activity.’ 
Lewis® 38 25 6 =- 17 _ REFERENCES: 1. Carpenter, E.B.: Southern M.J.51:627, 
O'Doherty & “excellent” 1958. 2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Lewis, 
Shields * 17 14 2 t 0 wW.B.: California Med. 90:26, 1959. 4. O’Doherty, D. S., 
3 cart” and Shields, C. D.: J.A.M.A. 167:160, 1958. 5. Park, H. W.: 

J.A.M.A. 167:168, 1958. 6. Plumb, C. S.: Journal-Lancet 

TOTALS 184 34 4 14 A.H. ROBINS CO., INC., Richmond 20, Virginia 


(78.0%) (14.4%) Ethical Pharmaceuticals of Merit since 1878 
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Fiber of skeletal muscle in spasm 


40 ADVERTISEMENTS 


CASE HISTORY OF AN ARTHRITIC 


g Age: 55 Sex: Male Race: White 


Diagnosis: Rheumatoid arthritis. 


Previous Therapy: 
40 mg. triamcinalone per day. 


Complicating States: 
Duodenal ulcer, steroid intoxication. 


Current Therapy: ARTHROPAN Liquid. 


Results: The patient improved on 
ARTHROPAN and "...is now on Choline 
Salicylate [ARTHROPAN] alone and 
has returned to work." 


SUPPLIED: 8 and 16 oz. bottles. 
Each ml. of ARTHROPAN Liquid contains 
174 mg. of Choline Salicylate. 
Each teaspoonful (5 ml.) contains 870 mg. 
of Choline Salicylate. 


1, Clark, G.M.: Personal Communication, 1958. 


ROPAN 


BRAND OF CHOLINE SALICYLATE LI QU ID 
: Frdtorick DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892: 
NEW YORK 14,N.¥. | TORONTO1,ONTARIO- : 


: ©Copyright 1959, The Purdue Frederick Company 
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ADVERTISEMENTS 


ow —All cold symptoms 
can be controlled 


timed-release 


Controls congestion 
with Triaminic,!:?;? the leading oral 
nasal decongestant. 


Controls aches and fever 
with well-tolerated APAP, non-addic- 


Each TUSSAGESIC Tablet provides: 
TRIAMINIC® 
(phenylpropanolamine HCl 
pheniramine maleate 
pyrilamine maleate 


Dormethan 

(brand of dextromethorphan HBr).......... 30 mg. 
Terpin hydrate 180 mg. 
APAP (N-acetyl-p-aminophenol) ................ 325 mg. 


References: 1. Lhotka, F. M.: Illinois M. J. 112:259 
(Dec.) 1957. 2. Fabricant, N. D.: E.E.N.T. Monthly 37:460 
(July) 1958. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 
1958. 4. Bonica, J. J.: in Drugs of Choice, Mosby, St. 
Louis, 1958, p. 272. 5. Dascomb, H. E.: in Current 
Therapy, Saunders, Phila., 1958, p.78. 6. Bickerman, H. 
A.: in Drugs of Choice, Mosby, St. Louis, 1958, p.547. 


Controls cough centrally 

with non-narcotic Dormethan, possess- 
ing “amply demonstrated” antitussive 
activity,® as effective as codeine. 


Liquefies tenacious mucus 
with terpin hydrate, classic expectorant. 


Prompt and prolonged relief because of 
this special ‘timed release” design: 


first —the outer layer 
dissolves within minutes to 
give 3 to 4 hours of relief 


then—the inner core 
releases its ingredients 
to sustain relief for 3 to 
4 more hours 


Dosage: One tablet in the morning, midafternoon 
and at bedtime. Pediatric dosage chart for 
Tussagesic Suspension available on request. 


TUSSAGESIC SUSPENSION provides palatability and convenience which make it 
especially attractive to children and other patients who prefer liquid medication. 


SMITH-DORSEY ~* a division of The Wander Company « Lincoln, Nebraska 
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ALEVAIRE 


inhalation therapy 
WETS, THINS, LOOSENS PULMONARY SECRETIONS 


Voy ubchul W...|... BRONCHITIS 
BRONCHIAL ASTHMA 
BRONCHIECTASIS 
PERTUSSIS 

CROUP 


Alevaire is administered by means of a nebulizer operated with 
an air compressor or oxygen. 


Supplied in bottles of 60 cc. for intermittent and 500 cc. 
for continuous nebulization. 


e 
LABORATORIES 
NEW YORK 18, N. Y. 


Alevaire, trademark reg. U.S. Pat. Off. 
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make 
them 


tastes good! Each daily cherry- 
flavored teaspoonful dose (5 cc.) contains: 


Lysine-Vitamins Lederle 300 mg. 
help restore the normal blood picture—iron as ferric 25 

hosphate to restore or maintain normal h lobin. ami még. 


Ferric Pyrophosphate (Soluble) 250 mg. 
Iron (as Ferric Pyrophosphate) . 30 mg. 


Bottles of 4 and 16 fl. oz. 


boost appetite and energy—vitamins...B:, Bs and Bis. 


upgrade low-grade protein—cereals and other low 
protein favorites of children, upgraded by I-Lysine, 
work with meat and other top protein to build 
stronger bodies. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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pain and 
inflammation here... 
it could be mild 

or severe, acute or 

| chronic, prima} 
secondary fibrositis 
_early rheumatoid arthritts 


: 


more potent and comprehensive treatment 
than salicylate alone 

.. assured anti-inflammatory effect of low-dosage 
corticosteroid’ . . . additive antirheumatic action of 
corticosteroid plus salicylate?* brings rapid pain 
relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 

drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 


...much less likelihood of treatment-interrupting 
side effects'* . . . reduces possibility of residual 
injury ... Simple, flexible dosage schedule 


THERAPY SHOULD BE INDIVIDUALIZED 

acute conditions: Two or three tablets four times daily. After 
desired response is obtained, gradually reduce daily dosage 
and then discontinue. , 


subacute” or chronic conditions: Initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because siGMAGEN contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use of sIGMAGEN. 


corticoid-s 
Composition 
METICORTEN® (prednisone) 0.75 mg. 
Aluminum Mydroxide 75 meg. 


Packaging: siauacen Tablets, botties of 100 and 1000, 
References: 1. Spies, T. D., et al.: J.A.M.A. 159-645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G., and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1943. 
5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
R. B,: Panel Discussion, Ohio State M. J. 52:1037, 1956. 
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cAll Physicians... 


OKLAHOMA CITY, ‘OKLAHOMA 
ri., Oct. 2, 1959, The Skirvin Hotel 


BIRMINGHAM; ALABAMA 
Sun., Oct. 11,-1959, The Dinkler-Tt 


WASHINGTON 
Wed.; Oct. ‘14, 1959, The Hotel Wi 


TRAVERSE CITY, MICHIGAN 
Fri, Oct. 23, 1959, ‘The Park Place 


CHARLES, | ILLINOIS. 
., Nov. 4, 1959, 


HENECTADY, NEW YORK 
s., Nov. 12, 1959, The Mohawk 


1959, he Robert Dris 


"RIVERSIDE, CALIFORNIA 
Sun., -Nov. 15, 1959, The Mission Inn 


CALIFORNIA 


10 
at., April 2, 1960; The Bannock Hotel 
OORHEAD, MINNESOTA 


In cooperation with medical organizations throughout the United States, Lederle continues to offer aid to 
post-graduate medical education through its Symposium program. Upon completion of the schedule above 
the number of Symposia presented will exceed 200 since the first meeting, sponsored by the Knoxville 
(Tenn.) Academy of Medicine eight years ago. Each meeting presents prominent authorities discussing 
important advances in clinical medicine and surgery. Activities are also planned for physicians’ wives. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 


+ Wed., Dec: 21959, The LeClaire Hotel 
a, Oct, 22,1960, The Rainbow Hotel 
 Sun., Oct. 30, 1960, The Daniel Boone Hotel 
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New revitalizing tonic 
brightens 


the second halt of life! } 


A sense of frustration and inadequacy, faulty nutrition, waning 
gonadal function—RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the 

safe central stimulant, with a balanced complement of vitamins, calcium, 
and hormones acts to renew vitality, re-establish hormonal 

and anabolic benefits, and improve nutritional status. 


“We found Ritonic to be a safe, effective geriatric 
supplement ...’’! “Patients reported an increase in 
alertness, vitality and sense of well being.’ 


PRESCRIBE RITONIC 
for your geriatric patients, your middle-aged patients and your postmenopausal patients. 


Each Ritonic Capsule contains: 
Ritalin® hydrochloride 5 mg. 


ethinyl estradio micrograms en 
thiamin (vitamin 5 mg. SERPASI ‘ 
riboflavin (vitamin B2) 1 mg. (reserpine CIBA) 
pyridoxin (vitamin Bo) 2 mg. t for the anxious 
vitamin B12 activity 2 micrograms hypertensive 
nicotinamide 25 mg. with or without : 


Dosage: One Ritonic Capsule in mid-morning and one in mid-afternoon. 
Supplied: Ritonic CAPSULES; bottles of 100. 


References: 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 
2. Bachrach, S.: To be published. 


RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 
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ADVERTISEMENTS 


Announcing 


Decongestant / Antihistamine S 


provides symptomatic relief of 
nasal congestion and rhinor- 
rhea of allergic or infectious 


or ig EM Many patients whose symptoms are inadequately con- 
trolled by decongestants or antihistamines alone respond promptly and 


favorably to ‘ACTIFED’. in each tsp, 
‘ACTIFED’ contains: Tablet Syrup 

‘Actidil’”® brand Triprolidine Hydrochloride 2.5 mg. 1.25 mg. 

‘Sudafed’® brand Pseudoephedrine Hydrochloride 60 mg. 30 mg. 


safe and effective for patients 
of all ages suffering from 
respiratory tract congestion 


DOSAGE 
TABLETS SYRUP (5 cc. tsp.) 
Adults and older children 1 2 ‘ii 
Children 4 months to 6 years of age % 1 times 
Infants through 3 months - % daily 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Parkinsoniar 
- blood dyscrasia 


-“Thioridazine MELLARIL| is as effective 
_as the best available phenothiazine, bu’ 
with appreciably less toxic effects than 


major addition to the safe and effective 
treatment of a wide range of psycho- 
logical disturbances seen daily: in th 


clinics or by the general 


zines... This drug appears'to represent 
Virtual freedom of Mellaril from major toxic 
i effects is due to greater specificity of tran 
specific, effective tranquilizer + safer at all dosage /eve/s 


remarkable lack of side effe 


ts 


In more than 3,000 carefully-followed patients, Mellaril has been 
almost completely free of such major side effects as jaundice. 


extrapyramidal symptoms, 


sSonism, DIOOG ayscraSia, qermatitis 


even when given in quantities far in excess of the usual dosage. 


“POVERTY” OF SiDE EFFECTS 

“The most striking aspect of thioridazine [Mellaril] 
therapy is the poverty of side effects....In its lack of 
side effects and low toxicity, it is superior to all other 
tranquilizing drugs tested. For this reason also it is well 
tolerated by patients, particularly those who are not 
hospitalized and who frequently discontinue their medi- 
cation because of dizziness, sleepiness, increased tension 
or parkinsonism with other drugs.” 


NEGLIGIBLE SIDE EFFECTS 

“Side effects were negligible at all dosage levels: no 
incidence of parkinsonism or other extrapyramidal 
symptoms. Minimal sedation, on the whole lower than 
with other tranquilizing agents. No alteration in liver 
function, urine or blood. No photosensitivity. Patient 
acceptability was exceptional: lack of drowsiness, leth- 
argy or ‘washed out’ feeling, permitted patients to carry 
on normal everyday activities. Orthostatic hypotension 
was absent. The initial ‘keyed up’ tense feeling common 
to other drugs of this type was absent. ... Patients forced 
to interrupt treatment with other phenothiazine deriva- 
tives because of parkinsonism or other extrapyramidal 
symptoms were able to continue therapy with thiorida- 
zine without appearance of parkinsonism.”* 


SINGULARLY FREE OF SIDE EFFECTS 
“The extrapyramidal syndrome was not encountered in 


| 


THIORIDAZINE HOI 


any of its forms. Dizziness and sleepiness responded to a 
reduction in dosage. Other side effects did not occur.... 
It is singularly free from the side effects ordinarily seen 
with these [phenothiazine] compounds.”* 


ABSENCE OF SIGNIFICANT SIDE EFFECTS 
“None of the following toxic effects, so common after 
administration of the phenothiazines, was present during 
the period of Thioridazine administration: Parkinson- 
ism or Parkinson-like symptoms, photosensitivity, ortho- 
static hypotension, bone-marrow depression.” ! 


MINIMAL SIDE EFFECTS 

“Side effects such as extrapyramidal activity, jaundice 
and photosensitivity have not been observed in patients 
treated with Thioridazine [Mellaril]. Extrapyramidal 
side effects produced by other phenothiazines have 
disappeared promptly with no deterioration in the be- 
havioral response when these patients have been shifted 
to Thioridazine.”* 


NO JAUNDICE 

“No allergic reactions were observed such as skin erup- 
tions, jaundice or agranulocytosis. Central nervous 
system toxicity, as manifested by extrapyramidal effects, 
seizures, and excitement did not occur despite the use 
of high doses (up to 2000 mg.) of the drug.”’® 
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response 
clinical iG SNUITS 


In office practice and in hospitalized patients, Mellaril has proved’ 
highly useful for a wide variety of major and minor emotional 
disorders (such as anxiety, tension, apprehension, alcoholism, 
agitated psychoneurosis, agitated psychotic states, etc.). 


EXTREMELY SATISFACTORY“... produced extremely satisfactory results 
in the broad therapeutic range represented in this series.””* 


POTENT AGENT “... appears to be a potent agent in the symptomatic 


management of a variety of psychiatric states.” 4 


MAJOR ADDITION TO THERAPEUTICS “This drug appears to represent a 
major addition to the safe and effective treatment of a wide range of psychological 


disturbances seen daily in the clinics or by the general practitioner.” ! 


AN ACTIVE AGENT “Thioridazine is an active therapeutic agent. . . . 

It is effective in a variety of psychiatric disorders, including schizophrenic 
reactions. ... The drug is particularly advantageous for a group of schizophrenic 
patients who are sometimes made worse by other phenothiazine 

derivatives or Rauwolfia alkaloids. It should also be suitable for treating patients 
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with psychoneuroses and chronic brain syndrome. 


EVEN IN VERY SEVERE CASES “Of the 152 patients treated 25 have been 
released and they have not suffered a relapse. This proportion is significant 

if we stop to consider that we are dealing only with acute cases which had been 
considered hopeless and obviously destined to finish their days in an asylum.”? 


EXCELLENT THERAPEUTIC RESPONSE “Patients with emotional 
tensions resulting from the stress and strain of life... were treated with 
Mellaril at the dosage level of 10 mg. three times daily. 

In 94 such patients, 83 obtained an excellent therapeutic response.” *® 


Mellaril 


THIORIDAZINE. HCl 
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.extremely satisfactory results...” 


in a clinical spectrum ranging from 
minor nervous disorders to 
severe psychotic disturbances: 


RESULTS WITH MELLARIL IN 194 PATIENTS? 


Some cases had complete re- Relief of symptoms in cases Some cases, complete relief of 
mission of symptoms. Most permitted easier management symptoms. Other cases, partial 
were able to return home to and a return to a more or less relief of symptoms. 


useful occupations. 


ACUTE PSYCHOTICS 


NEUROTICS 


CHRONIC PSYCHOTICS 


useful life. 


RESULTS WITH MELLARIL IN PATIENTS PREVIOUSLY TREATED WITH OTHER TRANQUILIZERS? 


DIAGNOSTIC CATEGORY 


VERY 
IMPROVED SATISFACTORY SATISFACTORY UNSATISFACTORY 
% % 


Acute 


Chronic paranoid 


Chronic, other 
Residual 


89 61 28 11 

84.2 31.6 52.6 15.8 
73.9 PAS §2.2 26.1 
57.1 9.5 47.6 42.9 


HIORIDAZINE HC! 
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a new advance in tranquilization: 
greater specificity of tranquilizing action plus fewer side effects 


s 
N *HCl 


CH, 


CH, 


{ A specificity of action on certain brain sites in contrast to the 
more generalized or “diffuse” action of other phenothiazines. This 
MELLARIL is evidenced by a lack of appreciable anti-emetic effect. 


DAMPENING OF 


tranquilization 


inimal suppression of vomiting 


ittle effect on blood pressure 
d temperature regulation 


, y Less “spill-over” action to other brain areas — hence, 
absence of undue sedation, drowsiness or autonomic 
nervous system disturbances. 


a A notable absence of extrapyramidal stimulation. 
g suppression of vomiting 4. Lack of impairment of patient’s normal drive and energy, 


vening of blood pressure while achieving psychomotor control in 
temperature regulation 
mental and emotional disorders. 


nervous syste 


‘ Pee 5 Virtual freedom from toxic effects — jaundice, 
P photosensitivity, skin eruptions, disturbed body 


temperature regulation, blood forming disorders have been 
absent in reports currently available. 


These properties add up to a greater margin of safety in general office practice, 
in ambulatory psychiatric out-patient clinics, and in hospitalized patients. 


fi 
| 
3 
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a guide to administration and dosage 


Dosage ranges from 10 mg. three or four times a day in 
milder situations to 25 mg. three or four times a day 
for more disturbed patients. In ambulatory psychiatric 
out-patients, dosages of 50 to 100 mg. three or four 
times a day have been found adequate. For severely dis- 


turbed hospitalized psychotics, dosages of 200 to 300 
mg. three times a day may be administered. 

Dosage must be individualized according to the condi- 
tion and degree of response. In all cases, the smallest 
effective dosage should be determined for each patient. 


Mental and Emotional Disturbances: 


MILD —where anxiety, apprehension 


MODERATE —where agitation exists 
in psychoneurosis, alcoholism, 


SEVERE — in agitated psychotic 
states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 


and tension are present 10 mg. t.i.d. 20-60 mg. 


intractable pain, senility, etc. 25 mg. tid. 50-200 mg. 


Ambulatory 100 mg. t.i.d. 200-400 mg. 
Hospitalized 100 mg. t.i.d. 200-800 mg. 
>Hil E 
BEHAVIOR PROBLEMS IN CHILDREN 10 mg. t.i.d. 20-40 mg. 


PRECAUTIONS: Although possessing a unique structure 
and a selectivity of action which broadens its therapeutic 
ratio, the physician should be alert to the possibility of 
untoward reactions in certain susceptible individuals. In 


particular, he should watch for potential hemopoietic 
depression, jaundice or orthostatic hypotension. As with 
other phenothiazines, Mellaril is contraindicated in 
severely depressed or comatose states from any cause. 


SUPPLIED: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. Bottles of 100. 


1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959. 2. Kinross-Wright, V. J.: Lecture, Clinical 
Meeting, American Medical Association, Minneapolis, Dec. 4, 1958. 3. Kinross-Wright, V. J.: Scientific Exhibit, Clinical Meeting, American Medical Associ- 
ation, Minneapolis, Dec. 2-5, 1958. 4. Cohen, S.: TP-21, a new phenothiazine, Am. J. Psychiat. 115:358, Oct. 1958. 5. Glueck, B.: Scientific Exhibit, American 
Psychiatric Association, Philadelphia, April 27-May 1, 1959. 6. Hollister, L. E., and Macdonald, B. F.: Presented at California Medical Association; Section on 
Psychiatry, San Francisco, Feb. 25, 1959. 7. Remy, M.: Schweiz. med. Wehnschr. 88:1221, Nov. 29, 1958. 8. Freed, S. C., in discussion on Thioridesine (Mellaril) 


in Psychiatric Patients, Hollister, L. E., and Macdonald, B. F., pr d at California Medical Association; Section on "Peychiatry, San Francisco, Feb. 25, 1959. 
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Based on estimate by Van Volkenburgh, andfros 


Chief among the drawbacks to aspirin usage is 
gastric intolerance. This ranges from mild upset 


tritis.'° Studies performea in conjunction with 
gastrectomy* * and gastroscopy* “sve shown 
insoluble aspirin particles firmiy =cueren: to 


the gastric mucosa and imbedded between 


‘-ugae. Reactions varying from mild hyperemia 
‘O erosive gastritis have been reported to occur 
'n the areas immediateiy surrounding these 
adherent pariicles.2:4-5 This is reported to be 
oarticularly true in patients with peptic ulcer. 


CALURIN is the freeiy soluble, stable caicium aspirin compiex. lis 
high solubility forestalis gasiric irritation or damage 


>. 


Regular aspirin crystals 24 hours 
after being mixed into water. 


Calurin crystals in solution one min- 
ute after being mixed into water. 


: 
: 
ana eartburn’ to severe emorrnagic gas- 
: 
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CALURIN 


STABLE SOLUBLE CALCIUM-ACETYLSALICYLATE-CARBAMIDE 


— CALURIN 
— ASPIRIN 


Particle-induced ulceration — section through 
lesion found in gastrectomy specimen. An aspirin 
particle was found firmly imbedded in this under- 
mined erosion. Such lesions may be associated 
with the relative insolubility of aspirin, which 
remains in particulate form after dispersion in 


Calurin, being freely soluble, is promptly avail- 
able for absorption into the systemic circulation. 
Salicylate blood levels in 12 subjects receiving 
both Calurin and plain aspirin were found to rise 
more than twice as high within ten minutes fol- 
lowing Calurin. Also, these levels persisted 


gastric contents. higher for at least two hours. 


CALURIN is the aspirin of choice, especially 
when high-dosage, long-term therapy is indicated: 

1 High solubility forestalls gastric irritation or damage. This advantage 
is of special importance in arthritis and other conditions requiring 
high-dosage, long-term therapy. 

2 Produces high salicylate blood levels rapidly for prompt analgesic, 

anti-pyretic, anti-arthritic effect. 

Sodium-free — for safer long-term therapy. 

4 Flavored: can be chewed or dissoived in the mouth without water if 
desired — an advantage for patients requiring aspirin administration 
during the night and for pediatric patients. 


Dosage: Each tablet of Calurin is equivalent to 300 
mg. (5 gr.) of acetylsalicylic acid. For relief of pain 
and fever in adult patients, the usual dose of Calurin 
is 1 to 3 tablets every 4 hours, as needed; in arthritic 
states, 2 or 3 tablets 3 or 4 times daily; in rheumatic 


fever, 3 to 5 tablets 4 or 5 times daily. For children 
over 6 years, the usual dose is 1 tablet every 4 hours; 
for children 3 to 6 years, 2 tablet every 4 hours, as 
required. Not recommended for children under 3. 


REFERENCES: 1. Waterson, A. P.: Aspirin and gastric haemorrhage, Brit. M. J. 2:1531, 1955. 2. Douthwaite, A. H., and Lintott, 
G. A. M.: Gastroscopic observation of the effect of aspirin and certain other substances on the stomach, Lancet 2:1222, 1938. 
3. Editorial Comments: The effect of acetylsalicylic acid (aspirin) on the gastric mucosa, Canad. M. A. J. 80:47, 1959. 4. Muir, 
A., and Cossar, |. A.: Aspirin and ulcer, Brit. M. J. 2:7, 1955. 5. Muir, A., and Cossar, |. A.: Aspirin and gastric haemorrhage, Lancet 
1:539, 1959. 6. Schneider, E. M.: Aspirin as a gastric irritant, Gastroenterology 33:616, 1957. 7. Bayles, T. B., and Tenckhoff, 
H.: Salicylate therapy in rheumatic diseases, Scientific Exhibit, Ann. Mtg. A. M. A., San Francisco, Calif., June, 1958. 8. Batter- 
man, R. C.: Comparison of bufiered and unbuffered acetylsalicylic acid, New Eng. J. M. 258:213, 1958. 9. Cronk, G. A.: Laboratory 
and clinical studies with buffered and nonbuffered acetylsalicylic acid, New Eng. J. M. 258:219, 1958. 10. Editorial: Aspirin 
plain and buffered, Brit. M. J. 1:349, 1959. 11. Smith, P. K.: Plasma concentration of salicylate after the administration of 
acetylsalicylic acid or calcium acetylsalicylate to human subjects, Report submitted to Smith-Dorsey from Dept. of Pharma- 
cology, Geo. Washington Univ. School of Medicine, Washington, D. C., Sept. 5, 1958. 
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in obesity 
bring the... MOOD UP 


=S== 


keep BLOOD PRESSURE LEVEL 


with 


QUADAMINE 


Quadamine GRANUCAPS® provide uniform and sustained therapeutic 
response. No excitation or sedation. Elevates the mood, protects against 
nutritional deficiencies, promotes activity and depresses the urge to eat. 


Each GRANUCAP® (Sustained release) capsule contains: 


Dextre Amphetamine Sulfate 15 mg. Vitamin C 30.0 mg. 
Amobarbita! 45 mg. Ferrous Sulfate 20.0 mg. 
Vitamin A 6,600 Units Cobalt Sulfate 0.49 mg. 
Vitamin D 400 Units Copper Sulfate 2.8 mg. 
Vitamin B-1 1.6 mg. Sodium Molybdate 0.45 mg. 
PAGE 826 
Vitamin B-2 2.5 mg. Zinc Sulfate 3.9 mg. 
Niacinamide 15.5 mg. Potassium lodide 0.13 mg. 


Samples and information 
on request. Write 4 

or ask your 

TUTAG representative 


Sanctorius on his steelyard 
chair in the act of 
weighing himself for o 
metabolism experiment 


S.J. TUTAG & COMPANY 
DETROIT 34, MICHIGAN 


For Quality without Question... Enjoy the Cat el 
unique refreshment of sparkling Coca-Cola ae 


SIGN OF GOOD TASTE 
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dependable 
analgesia 
at your fingertips 
in the snap-open ampul 
no filing scoring no sawing 


PIONEER BRAND OF PROCAINE HYDROCHLORIDE with universal acceptance 


Novocain 1%, 2%, 10%, 20% Solutions with or without vasoconstrictors, 
Also available: Multiple Dose Vials with dual purpose caps for withdrawal by needle or pouring. 


e 
LABORATORIES, NEW YORK 18,N.¥. 
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Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 


Artificial Limbs LE. 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Made to Order in 
Our Own Factory 


Surgical 


Corsets 


Prairie View Hospital 
Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 
mittee. 


P. W. HANICKE MFG. CO. 
1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 


Are You Getting Your Journal 
Regularly? 


If Not... 
Have You Notified the Society’s 
Executive Office of Your New Address? 
Send all changes of address to: 


THE KANSAS MEDICAL SOCIETY 
315 W. 4th Street 
Topeka, Kansas 


Financing Your New Clinic Building 


We would like to suggest a consultation with the Mortgage Loan Department of 
Farmers & Bankers Life. Over the past twenty years we have made a number of first 
mortgage loans to doctors throughout the state, for the construction of their own clinic 


or office buildings. 


Ours is a Kansas-incorporated company which has been in business for 47 years, with 
home offices in Wichita and assets currently exceeding $44 millions. We shall welcome 
an opportunity to take part in your planning — in strictest confidence and without 


obligation to you. 


Mortgage Loan Department 


Farmers & Bankers Life 


INSURANCE COMPANY ¢ HOME OFFICE,WICHITA 
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Early in your planning for your new clinic or medical practice building, you will meet ” 
the question of financing its construction. 


for longer and more pronounced anti-inflammatory action in the shortest time 


e when systemic therapy is contraindicated e when systemic corticosteroids produce serious side effects 
e to secure quick relief in one or two joints e for use in conjunction with orthopedic procedures 


Indications: rheumatoid arthritis; osteoarthritis; bursitis; peritendinitis; 
ganglion; intermittent hydroarthrosis; epicondylitis and related conditions. 
ARISTOCORT Parenteral contains: 25 mg. per cc. of ARISTOCORT® 
i Triamcinolone Diacetate micronized; polysorbate 80 U.S.P. 0.10%; 
d benzyl alcohol 0.95%; benzalkonium chloride 0.01%; sorbitol 
solution N.F. 84.83%, and water for injection q.s. 100%. 
All precautions required for intra-articular and intrasynovial 
administration of other corticosteroids should also be observed 
with ARISTOCORT Parenteral. 
Complete information on dosage and administration is included 
in the package circular. 


Supply: Vials of 5 cc. (25 mg. per ce.) 
LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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If she needs nutritional support... she deserves Be: 


Vitamin-Mineral Supplement Lederie 
VITAMINS—11 MINERALS 


L LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY 


Pearl River, New York 


PHONE MOHAWK 5-5551_ 


. Please accept this invitation to visit the Kansas Oxygen : 
0 p E r o: H 0 U SE Plant at the extreme east end of Carey Boulevard, 8 to 5 
7 __ Monday through Friday; ‘other times by appointment. 


. 
‘4 ad 
j 
J : 
| q | 
: . 
| 
é 
ALL THE NECESSARY EQUIPMENT — REGULATORS, HUMIDIFIERS, RENTAL 
FLOWMETERS, CATHETERS, MASKS, CANNULAS—INCLUDING HIGH OR 
PURITY OXYGEN FOR THE TREATMENT OF THE OUT PATIENT. PURCHASE 
| REGULAR «TRUCK DELIVERY SERVICE THROUGHOUT KANSAS 
5 1 4. 


‘tension states 


Tr: FIRST TRUE “TRANQUILAXANT” 


potent MUSCLE RELAXANT 
effective TRANQUILIZER 


Indications: 
Musculoskeletal! Psychogenic! 
Neck pain (torticollis, etc.) Anxiety and tension states 
Low back pain (lumbago, etc.) Dysmenorrhea 
Bursitis Premenstrual tension 
Rheumatoid arthritis Asthma 
Osteoarthritis Angina pectoris 
Disc syndrome Alcoholism 
Fibrositis 
Ankle sprain, tennis elbow, etc. 
Myositis 


Postoperative muscle spasm 


Dosage: Adults, 100 or 200 mg. orally three or four times 

daily. Relief of symptoms occurs in fifteen to thirty minutes and 
lasts from four to six hours. The higher dosage is recommended for 
the treatment of patients in the acute stages of painful 
musculospastic conditions, and anxiety and tension states. 
Children (5 to 12 yrs.) ,50 mg. three or four times daily. 


Supply: 
Trancopal Caplets® 


100 mg. (peach colored, scored) , bottles of 100. 


New Trancopal Caplets 
strength > 


200 mg. (green colored, scored) , bottles of 100. 


“Chlormethazanone [Trancopal] not only relieved painful 
muscle spasm, but allowed the patients to resume their normal 
activities with no interference in performance of either 
manual or intellectual tasks.” 


“The effect of this preparation in these cases [skeletal 
muscle spasm] was excellent and prompt...” 


“.. Trancopal is a most valuable drug for relieving 
tension, apprehension and various psychogenic states.”’4 


1. Collective Study, Department of Medical Research, 
Winthrop Laboratories. 
2. Lichtman, A. L. (N.Y. Polyclinic M. Sch. & Hosp.): 


Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 
3. Mullin, W. G., and Epifano, Leonard (Long Island College 


Hosp.): Am. Pract. & Digest Treat. To be published. 
4. Ganz, S. E. (New York, N.Y.): J. Indiana M. A. 52:1134, 


July, 1959. 


LABORATORIES 
* New York 18, New York 


Trancopal (brand of chlormezanone) and Caplets, trademarks 
reg. U.S. Pat. Off. Printed in U.S.A. 9-59 (1400M) 
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what lurks beyond the broad spectrum? 


“Broad spectrum” has evolved into an especially apt term to describe a growing number of “specialized” antibiotics. 
These provide the best means of destroying pathogenic bacteria which range all the way from large protozoa through 
gram-negative and gram-positive bacteria to certain viruses at the far end of the spectrum. 

But beyond the spectrum lurk pathogenic fungi. Aggressive infections often require intensive broad spectrum antibiotic 
attack. It becomes more apparent every day that fungal superinfections may occur during or following a course of such 
therapy.*” Long term debilitating disease, diabetes, pregnancy, corticosteroid therapy, and other causes may predispose 
to such fungal infections’** as iatrogenic moniliasis. These facts complicate the administration of antibiotics. 
Mysteclin-V controls both — infection and superinfection. Mysteclin-V makes a telling assault on bacterial infections 
and, in addition, prevents the potentially dangerous monilial overgrowth.”** Mystéclin-V is a combination of the 
phosphate complex of tetracycline —for reliable control of most infections encountered in daily practice — and 
Mycostatin, the first safe antifungal antibiotic. 

Case history after case history marked “recovered” provides clinical evidence of the special merit of this advance in 
specially designed antibiotics. When you prescribe Mysteclin-V, you provide “broad therapy” with extra protection that 


extends beyond the spectrum of ordinary antibiotics. ano ® ane 
Supplied: Tetracycline Phosphate References: 1. Dowling, H. F.: Postgrad. 23:594 
ug. 4. C. L. A., an 
Mysteclin-V Capsules (per capsule) 250 250,000 | Antibiotic Med. & Clin. ‘ther. 4:771, (Dec.) 1967: 
Mysteclin-V Half-Strength Capsules (per capsule) 125 125,000 | 
Mysteclin-V Suspension (per 5 cc.) 125 125,000 Chamberlain, Burros, 
Mysteclin-V Pediatric Drops (per cc. 20 drops) 100 100,000 | aniublotis Med 

yste clin -V 
Squibb Quality — 


squiss ysl PHOSPHATE COMPLEX (SUMYCIN) AND NYSTATIN (MYCOSTATIN) 
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Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 


OMAHA 31, NEBRASKA 
Since 1902 
Handsome Professional Appointment 
Book sent to you FREE upon request. 


Manufacture and Fitting of 
Orthopedic Braces and Surgical 
Appliances Is Our Business 


Factory service with graduate fitters and 
certified orthotist with over 60 years of ex- 
perience to serve Doctor and Patient. 


PETRO’S SURGICAL APPLIANCES 
618-20 Quincy Topeka, Kans. Ph. CE-40207 


The Journal accepts short classified 
advertising from the members of the 
Kansas Medical Society without a charge. 
These ads run in three consecutive issues 
of the Journal and are keyed with a 
correspondence number. All replies are 
forwarded immediately to the advertiser. 
Other brief classified ads are accepted 
from members of the medical profession 
only upon approval of the Editor or 
Editorial Board. 


If he needs nutritional support... 


, AMERICAN CYANAMID COMPANY, Pearl River, New York 


he deserves 


Vitamin-Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
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running noses 
and open stuffed noses orally 


the leading oral nasal decongestant 


» in nasal and paranasal congestion 

* insinusitis 

* in postnasal drip 

* in allergic reactions of the upper respiratory tract. 


safer and more effective than topical medication”*”’ 


* systemic transport to all respiratory membranes 
* provides longer-lasting relief 

* presents no problem of rebound congestion 

* avoids “nose drop addiction” 


Relief with Triaminic is prompt 


and prolonged because of this 


special timed-release action... 


beneficial effect starts in 
minutes, lasts for hours 


Each TRIAMINIC Tablet provides: 


Phenylpropanolamine HC] .............. 50 mg. 
Pheniramine maleate 25 mg. 
Pyrilamine maleate 25 mg. 


One-half of this formula is in the outer 
layer, the other half is in the core. 


Dosage: One tablet in the morning, mid- 
afternoon and at bedtime. 
References: 1. Lhotka, F. M.: Illinois M. J. 112: 
259 (Dec.) 1957. 2. Fabricant, N. D.: E.E.N.T. 
Monthly 37:460 (July) 1958. 3. Farmer, D. F.: 
Clin. Med. 5:1183 (Sept.) 1958. 


frst —the outer layer 
dissolves within minutes 
to produce 3 to 4 hours 
of relief 


‘hen —the core disintegrates 
J to give 3 to4 more hours 
of relief 


TRIAMINIC JUVELETS: Each timed-release 
Juvelet is equivalent in formula and dosage to 
one-half of a TRIAMINIC tablet, for the adult 
or child who requires only half strength dosage. 


TRIAMINIC SYRUP is recommended for 
adults and children who prefer liquid medica- 
tion. Each 5 ml. tsp. is equivalent to 144 of a 
Triaminic Tablet. Adults: 2 tsp. 3-4 times a 
day; children 6-12: 1 tsp. 3-4 times a day; 
children under 6: in proportion. 


SMITH-DORSEY «» a division of The Wander Company ¢ Lincoln, Nebraska 
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If they need nutritional support... 


they deserve 


GEVRAL 


Vitamin- Mineral Supplement Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 


ANNUAL CLINICAL 
CONFERENCE 


CHICAGO MEDICAL SOCIETY 
March 1, 2, 3 and 4, 1960 
Palmer House, Chicago 


Lectures 
Teaching Demonstrations 
Medical Color Telecasts 
Instruction Courses 


The CHICAGO MEDICAL SOCIETY 
ANNUAL CLINICAL CONFERENCE 
should be a MUST on the calendar of 
every physician. Plan now to attend and 
make your reservation at the Palmer 
House. 


CLASSIFIED ADVERTISEMENTS 


ASSOCIATE WANTED by G.P. in a prosperous Central 
Kansas town of 3,000 with a beautiful hospital. Opportunity 
unlimited, no strings attached. Write the JourNaAL 1-1059. 


WANTED-—Internist to join old established group in town 
of 10,000 population in West Texas. Need not be Board 
certified but with adequate residency training. Write the 
JourNnav 2-1059, 


WANTED-—Surgeon to join old established group in town 
of 10,000 population in West Texas. Need not be Board cer- 
tified but with adequate residency training. Write the JouRNAL 
3-1059. 


OFFICE EQUIPMENT for sale. one sterilizer, one medi- 
cine cabinet, one standard scales, a Sanborn Visette elec- 
trocardiograph machine, and a centrifuge. Machines belonged 
to a deceased physician. Write the JourNAL 4-1059. 


WANTED—General Practitioner: Kansas; To associate 
with a Board Certified Surgeon; Salary first year $12,000; 
percentage or partnership if desired: Open immediately; no 
investment; town 4,000; large drawing area; approved 100 
bed hospital with full time anesthetist, and certified radiologist. 
Write the Journat 1-859. 


Young General Practitioner desires partner. Excellent place 
to live and good financial opportunities. New office and hos- 
pital. Write the JourRNAL 1-959, 


FOR SALE—2 Tube 100 Milliampere 100 P.K.V. Diag- 
nostic X-Ray Machine with Fluoroscopic Zoma, Separate 
Tube Head. Hand Tilt Modern Table with Bucky. Also 
Dark Room Equipment. One Microtherm-microwave Dia- 
thermy Modern Therapy made by Raytheon. Write the Jour- 
NAL 5-1059. 
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the disease of many masks 


Doctor, do you recognize this patient? She complains 
of flatulence, constipation with alternating periods 
of diarrhea, and colicky pains in the lower right 
quadrant. At other times she is troubled by anorexia, 
lassitude, dull headache, muscle pains and backache. 
Or she may have only one or two of these symptoms. 


In these puzzling cases, serious consideration should 
be given to intestinal amebiasis—the disease of 
many masks. Clinicians say it is ‘‘one of the most 
widespread and serious protozoan diseases of man,”’ 
yet ‘‘there is no parasite more often misdiagnosed 
than is E. histolytica.’”’ Conservative estimates place 
the incidence at 10% of the United States population 
as a whole, and 16% in southern states. 


Now Glarubin, a relatively non-toxic amebicide, 
simplifies the treatment of suspected cases of intes- 
tinal amebiasis. Glarubin, a crystalline glycoside from 
the fruit of Simarouba glauca, is a specific amebicidal 
agent with minimal side effects. It contains no arse- 
nic, bismuth or iodine. 


Glarubin is administered orally in tablet form and 
does not require strict medical supervision or hospit- 
alization. Extensive clinical trials prove it highly 
effective in intestinal amebiasis, and virtually free 
of toxicity. 


Supplied in bottles of 40 tablets, each tablet contain- 
ing 50 mg. of glaucarubin. Write for descriptive 
literature, bibliography, and dosage schedules. 


Nour Glarubin 


TABLETS 
specific for intestinal amebiasis 


THE S. E. IMPASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK «+ KANSAS CITY + SAN FRANCISCO 
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A practical program for physicians who want 
a first hand review of the latest approaches 
to patient care. 


144 outstanding specialists from every field 
in medicine will conduct the 13th Clinical 
Meeting. The four day program will feature: 
Round table sessions, panel discussions, sym- 
posia, lectures, closed circuit telecasts and 
motion pictures, plus 300 scientific and in- 
dustrial exhibits. 


The beautiful new Memorial Auditorium 
within walking distance from downtown 
Dallas is the site for the 13th A.M.A. Clinical 
Meeting. Completely air-conditioned, the 
Auditorium features 110,000 square feet of 
exhibit space, a 1,773-seat theater and 10 
meeting rooms where the scientific sessions 
will be held. There is also a 1100-car parking 
lot adjacent to the building. 

Dallas, population 1,050,000, is rapidly be- 
coming one of the great convention centers 
of the nation’ It combines old fashioned 
Texas hospitality with some of the most 
modern convention facilities to be found any- 
where. It has excetlent skyscraper hotels, and 
numerous night clubs and restaurants pre- 
senting top-flight entertainment. 

Cultural facilities include the famous Margo 
Jones theatre, the Dallas Civic Opera and the 
Dallas Symphony Orchestra. 


PROGRAM HIGHLIGHTS 
The Role of Medicine in the Space Age—Hubertus 
Strughold, Professor and Advisor for Research, 
School of Aviation Medicine, Randolph AFB 
Indications for Hysterectomy—Willis H. Jondahl, 
Harlingen, Texas—Lecture 
Rheumatoid Arthritis—W. Paul Holbrook, Tuscon, Ariz. 
Panel Moderator 
Colloidal Isotopes and Leukemia—Joseph M. Hill, 
Dallas—Lecture 
Treatment of Diabetes—Randall G. Sprague, 
Rochester, Minn.—Panel Moderator 
Infectious Diseases in Children—Harris D. Riley, Jr., 
Oklahoma City—Panel Moderator 
Tranquilizers in Medical Practice—Stewart Wolf, 
Oklahoma City—Lecture 
Surgical Approaches to Parkinson’s Disease— 
William W. McKinney, Fort Worth—Lecture 
Congestive Heart Failure—James V. Warren, 
Galveston—Panel Moderator 
Peptic Ulcer in Rheumatoid Arthritis— 
Lloyd G. Bartholomew, Rochester, Minn.—Lecture 
Immunization and its Future—Blair E. Batson, 
Jackson, Miss.—Lecture 
Children’s Eyes— 
Tullos O. Coston, Oklahoma City—Lecture 
Obstetrical Emergencies— 
Willis E. Brown, Little Rock, Ark.—Panel Moderator 
Hernia Repair— 
Francis C. Usher, Houston—Lecture 
Premarital and Marital Counseling— 
Oren R. Depp, New Orleans—Panel Moderator 
Anticoagulants and Choice of Drugs— 
James W. Culbertson, Memphis, Tenn.—Lecture 


SYMPOSIA 

Anemia ¢ The Problem Child ¢ Iatrogenic Disease 
Soft Tissue Injury ¢ Biliary Tract Surgery ¢ Intestinal 
Obstruction ¢ Carcinoma of the Breast e 
Cerebrovascular Insufficiency 


| round up time 
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The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 
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A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 


Prostheses 
Lower extremity 
amputees fitted 
for optimum 
walking comfort 


he 
A E. ISLE Company 


/ 1121 Grand Avenue 
Kansas City, Mo., BA 1-0206 


THE LATTIMORE-FINK 


LABORATORIES 


Topeka — _ El Dorado 
Kansas 


A. A, Fink, M.D., Pathologist-Director 
D. T. Ferraro, M.D., Pathologist 

J. L. Lattimore, M.D., Pathologist 

H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. A. Hull, A.B., Bacteriologist 

W. B. Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 
A.M.A. Approved School of 
Medical Technology 


Containers Furnished Upon Request 


If they need nutritiona 


.. they deserve 


GEVRA 


Vitamin-Mineral Supplement Lederie 


Each capsule contains: 


Vitamin Biz with AUTRINIC® 


sd CYANAMID COMPANY, Pearl River, New York 


4 


Intrinsic Factor Concentrate . .1/15U.S.P. ~~“ Unit 


CAPSULES—14 VITAMINS—11 MINERALS 


er 5,000 U.S.P. Units 
ee 500 U.S.P. Units 


Thiamine mg. 
5 mg. 
Vitamin E (as tocopheryl acetates)... ... 10 1.U. 
Monohydrochloride ........ 25 mg. 
25 mg. 
10 mg. 
| 0.1 mg. 
157 mg. 
Phosphorus (as CaHPQs). 122 mg. 
Boron (as 0.1 mg. 
0.1 mg. 
Manganese (as Mn0z2). 1 mg. 
Magnesium (as MgO) 1 mg. 
Potassium (as K2S0s) .. 5 mg. 


LEDERLE LABORATORIES, a Division of aa 
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KEEPING RECORD ENTRIES 
UP-TO-DATE 
WITHOUT CHANGES LATER 


since 1899 


KANSAS CITY Office: 
R. E. McCurdy, Rep. 
2933 W. 43rd St. 
Tel. Yellowstone 2-8929 


(If no answer, call Logan 1-1498) 


Medical Appliances 


Our medical appliance department does 
expert fitting of: 


Elastic hosiery Dorso-lumbar supports 
Breast prostheses Lumbo-sacral belts 
Cervical braces Maternity brassieres 
Taylor back braces Maternity belts 

Rib belts Trusses 


Pelvic traction belts 
Fittings by prescription only 
Munns Medical Supply Company 
Topeka, Kansas 


Tenth and Horne Streets Telephone CE 5-5383 
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Ideally 


Suited for 
Long-lerm 


just two tablets 
at bedtime 
After full effect 


one tablet 
suffices 


Because 


RAUWILOID provides effective Rauwolfia 
action virtually free from serious side effects... 
the smooth therapeutic efficacy of Rauwiloid 
When meee sett den is associated with a lower incidence of certain 
needed, prescribe one of the con- | unwanted side effects than is reserpine...and 
venient single-tablet combinations with a lower incidence of depression. Toler- 


Rauwiloid’ + Veriloid® ance does not develop. 


alseroxylon 1 mg. and alkavervir 3 mg. 
or RAUWILOI can be initial therapy for most 


Rauwiloid’+Hexamethonium hypertensive patients... Dosage adjustment 
alseroxylon 1 mg. and hexamethonium ‘ 
chloride dihydrate 250mg. is rarely a problem. 


Many patients with severe hypertension can be main- ‘ 
tained on Rauwiloid alone after desired blood pressure 


Northridge, California 


levels are reached with combination medication. 
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“Doctor, | get so mad at everyone when | diet.” 


‘Dexamyl’ Spansule capsules provide single-dose daylong appetite con- 
trol and an often remarkable mood improvement. A feeling of serene 
optimism frequently replaces the tension and irritability so characteristic 
of the dieting patient. 

When your overweight patient is listless and lethargic, ‘Dexedrine’ 
Spansule capsules will, in addition to curbing appetite, provide gentle 
stimulation. 


D EXA MYL* for most overweight patients 


(‘Dexedrine’ plus amobarbital) 


Tablets - Elixir + Spansule* sustained release capsules 


in listless and lethargic overweight patients—pDEXEDRINET 


CG SMITH KLINE & FRENCH LABORATORIES 


*T_.M. Reg. U.S. Pat. Off +T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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